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This discussion concerns the role of oxygen and car- 
bon dioxide in resuscitation of the newborn infant and 
the action of analeptic drugs and antidotes for analgesics 
and hypnotics administered to the mother during labor. 
Asphyxia neonatorium is a chemical phenomenon asso- 
ciated with a decrease in the concentration of oxygen, 
an increased tension of carbon dioxide, a marked in- 
crease in lactic acid, and a decrease in the pH of the 
fetal blood. In the normal newborn infant, the arterial 
oxygen capacity is high (20.8 vol. % ), the arterial oxy- 
gen content low (10.5 vol. % ), and the arterial oxygen 
saturation, therefore, low (50.5% ); in asphyxia neo- 
natorum, the oxygen content of the blood may fall to 
less than | vol. % in fatal instances and the oxygen 
saturation may be between 0.5 and 4.0%. The lactic 
acid content of the blood of the normal newborn infant 
is 35 mg. per 100 cc., but under conditions of asphyxia 
this may rise to from 85 to 90 mg. per 100 cc., which 
indicates a definite endogenous production. The carbon 
dioxide tension of the blood, which is normally 32 mm. 
Hg in the newborn infant, rises to twice that value in 
asphyxia neonatorum, and at the same time the carbon 
dioxide content falls to low levels as a result of its dis- 
placement from base by the large amount of lactic acid 
in the blood. The pH of the blood, normally 7.35 in the 
newborn infant, falls to 7.05, the lower level compatible 
with life, and may even fall below 7.0. Thus, although 
the changes in lactic acid content, pH, and carbon di- 
oxide tension are marked, these changes are secondary. 
The primary chemical change in asphyxia neonatorum is 
the extreme reduction in the oxygen content of the in- 
fant’s blood. 


USE OF OXYGEN AND CARBON DIOXIDE 

Since the transport of oxygen to the depressed cells 
of the respiratory center of the newborn infant is the 
object of resuscitation, this process may be aided by 
providing an atmosphere high in oxygen for the baby 
who is trying to breathe and forcing it, in controlled 
fashion, into the unexpanded lungs where apnea ts in 


evidence. Oxygen, therefore, may be considered an agent 
for supporting cerebral activity and the medium tor 
providing an expansile force to collapsed and cohesive 
alveoli. If, as Dr. Potter maintains in her discussion of 
the state of the lungs at birth (this issue, page 1341), 
the newborn lung is rarely the cause of asphyxia in 
babies of over 28 weeks’ gestation, one is in essence 
treating the cells of the respiratory center and the syn- 
cytium of cardiac muscular fibers pumping blood and 
oxygen to the brain. For sake of discussion, it may be 
presumed that the myocardium and not the brain is the 
critical tissue in resuscitation, for a failing circulation 
will transport less and less oxygen to the brain no matter 
how well the infant’s lungs are supplied with it. The 
thesis that hypoxia depresses cardiac activity more 
readily than it does cerebral activity may have credence. 
The best index for evaluating the progress of an asphyxi- 
ated baby is the character and rate of the heartbeat. 
So long as it maintains a rapid regular rate, resuscita- 
tion is being conducted along effective lines. When the 
heart falters, however, as exemplified by either an ex- 
tremely rapid rate or by bradycardia, the resuscitator 
must quickly realize that his procedures are less ef- 
fective than they should be. The important thing is that 
oxygen be administered effectively and early. Appro- 
priate equipment for administration of oxygen should 
be available in every delivery room, and there is no ex- 
cuse for procrastination before using it, whether the 
newborn infant is asphyxiated or not. 

Carbon dioxide is a gaseous agent, the administra- 
tion of which has been widely advocated in the past as 
a powerful stimulant to the respiratory center. It is uni- 
versally accepted that carbon dioxide in soluble form 
in the blood is the main regulator of breathing to the 
healthy brain. It is also known that carbon dioxide when 
in high concentration in the plasma becomes an anes- 
thetic agent. It has been previously shown that the con- 
centration of carbon dioxide in an asphyxiated baby’s 
blood is higher than normal. It has been recognized that 
administration of carbon dioxide along with the oxygen 
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used for support of life in the newborn infant fails to 
stimulate a respiratory center already subjected to an ab- 
normally high concentration of carbon dioxide in plasma. 
Although in past years carbon dioxide was f.-equently 
employed in concentrations from 3 to 7%, in most ma- 
ternity hospitals its use has been abandoned because of 
its ineffectiveness and because of its real hazards. 


USE OF ANALEPTIC DRUGS 

The administration of the analeptic drugs pentylene- 
tetrazol (Metrazol), nikethamide (Coramine), and 
alpha-lobeline during infant resuscitation can produce a 
mild and fleeting stimulation. Usually only a few un- 
coordinated gasps ensue. The danger of their employ- 
ment lies in the fact that they can be potent convulsive 
agents. If an asphyxiated baby has a convulsion, pre- 
cious oxygen is consumed and death follows immedi- 
ately. The dose of an analeptic that produces effective 
stimulation of the respiratory center is so close to the 
convulsant dose that there is little margin of safety. Cir- 
culatory failure that accompanies asphyxia will be re- 
sponsible for slow absorption of any analeptic admin- 
istered. The resuscitator, in the belief that more drug 
is required to obtain or maintain an effect, may repeat 
the dose. In the presence of an improving circulation, 
the full effect of the total amount of analeptic given may 
reach the brain in an overwhelming dose, with the re- 
sult that a convulsion occurs and death follows. The 
real tragedy is that this dire event occurs after improve- 
ment has been effected. For these reasons analeptics 
should be discarded in the treatment of asphyxia. 

It has been stated that analgesia for mothers produces 
some degree of depression for the newborn infant. The 
administration of nalorphine (Nalline) gives some prom- 
ise of combatting the effects of analgesic drugs admin- 
istered to mothers during labor. After the administra- 
tion of morphine, meperidine (Demerol), or methadone, 
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nalorphine has a specific action toward improvement 
of respiratory and circula‘ory function. It has no salutary 
effect on the depression produced by the barbiturates. 
When it is given to subjects who are not depressed by a 
narcotic drug, it may act like morphine and produce a 
depressant effect on respiration. In those instances 
where respiratory depression is due to the barbiturate 
rather than to the narcotic that has been given as well, 
the administration of nalorphine may be productive of 
a convulsion. These hazards must be kept in mind. It is 
possible that the administration of nalorphine in doses 
of 5 or 10 mg. to the mother 5 or 10 minutes prior to 
delivery may have a salutary effect in combatting respir- 
atory depression in the newborn infant. It will have no 
effect if the depression of the newborn infant is due 
to the barbiturates given to the mother or if the depres- 
sion is due to forces to which the newborn infant was 
subjected during labor and delivery. Therefore the re- 
suscitator should place no reliance on the action of 


nalorphine. 
COMMENT 


If the armamentarium for the treatment of asphyxia 
neonatorum seems short, consisting as it does of estab- 
lishing an airway and administering oxygen, a high rate 
of salvage can be achieved. The most important factor 
is the experience and judgment of the resuscitator. 
If he is forewarned of danger, if he has his equipment 
assembled and ready for use, and if he uses his chosen 
method of resuscitation well, successful resuscitation 
will in the majority of instances be his reward. Ba- 
bies who have failed to respond to resuscitation for 
as long as 45 minutes subsequently may leave the hos- 
pital with every evidence of being normal infants. What 
the future holds for these infants is conjectural, but while 
life persists One must try to preserve it. An attitude of 
defeatism should never be allowed to prevail. 


80 Seymour St. (Dr. Tovell). 


ROLE OF THE LARYNGOLOGIST IN RESUSCITATION 
OF THE NEWBORN INFANT 


Paul H. Holinger, M.D., Chicago 


As a member of the medical-surgical team caring for 
the newborn infant, the laryngologist is a consultant who 
is called when the question of airway obstruction arises. 
He is responsible for the establishment and mainte- 
nance of a clear airway; he must determine the point of 
obstruction when obstruction exists and either remove it 
or circumvent it. If obstruction is not causing the asphyxia 
that is present, he must be able to give assurance that 
the airway is clear, if this is questioned. As a rule, the 
laryngologist is called after it is apparent that the infant 
has not responded to the usual methods of resuscitation 
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or aspiration of secretions. This varies in time after de- 
livery from a few minutes to a few days, depending on a 
number of factors but most directly upon the severity of 
the infant’s condition. 


TYPES OF OBSTRUCTION 


The most frequent consultation received is a request 
to aspirate secretions or to aspirate a “mucous plug” 
causing a lobar or unilateral atelectasis. In this regard, it 
should be stated that in my experience, the pressure of 
excessive mucus in the tracheobronchial tree or the pres- 
ence of unilateral or anatomically lobar atelectasis indi- 
cates additional, more basic pathology. The diagnosis of 
the basic pathology, i. e., the cause of the excessive 
mucus or atelectasis, is as important, if not more so, 
than the aspiration itself. In some instances, such as 
pharyngeal and laryngeal paralysis associated with mas- 
sive cerebral hemorrhage, bronchoscopic aspiration may 
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actually be contraindicated. In other cases the diagnostic 
findings may indicate urgent, immediate surgical inter- 
vention such as a tracheotomy, a thoracotomy, or a re- 
pair of a tracheoesophageal fistula. 


Because of these possibilities, a rapid differential diag- 
nosis is necessary in the cyanotic infant suspected of 
having respiratory obstruction. It should first be deter- 
mined whether the infant’s cyanosis is on the basis of a 
central nervous system lesion, a cardiac lesion, or respir- 
atory tract lesion. If there is a central nervous system 
lesion, the reflexes are severely impaired or absent and 
the infant is flaccid and unresponsive. With these find- 
ings, one should reduce instrumentation to a minimum 
except for the simplest pharyngeal suction. The insertion 
of a small intratracheal tube wili establish an airway 
and permit occasional tracheal aspiration. But repeated 
blind or even direct aspiration efforts are only too likely 
to increase the cerebral damage. If cyanosis is due to a 
cardiac lesion, the cyanosis is not associated with respir- 
atory effort; other signs would be a cardiac murmur, ir- 
regularity in rate or rhythm, and enlargement or dis- 
placement of the heart. If the respiratory system is re- 
sponsible, respirations are usually labored; dyspnea is 
associated with hard breathing and accompanied by the 
signs of air hunger such as suprasternal and epigastric 
indrawing, restlessness, wheezing, or stridor. 

If the previous differentiation has indicated the in- 
fant’s cyanosis is not on a central nervous system or 
a cardiac basis but is probably due to a lesion in the 
respiratory system, attention is then directed to further 
localization in three possible sites: the pleural cavity, 
the lung, or the airway. A chest x-ray examination will 
assist in this differentiation and should include a lateral 
film of the neck and chest as well as the routine posterio- 
anterior flat film. Pulmonary lesions such as serious con- 
genital anomalies, patchy or lobar atelectasis, areas of 
pneumonic consolidation, or localized emphysema are 
more clearly identified on the chest film than by physical 
examination. Pleural fluid, on the other hand, is gen- 
erally found or eliminated from further consideration by 
the physical signs. However, spontaneous pneumothorax 
in the newborn may be overlooked on physical examina- 
tion and because it produces all the signs and symptoms 
of acute respiratory tract obstruction may mistakenly 
be treated as such. Thus, the films may accurately direct 
a bronchoscopic examination or therapeutic aspiration 
of a specific area or bronchus; conversely, they may 
show findings such as a pneumonia or a pneumothorax 
that would contraindicate laryngoscopy or bronchos- 
copy. 

If, however, the examination to this point has indi- 
cated that the lesion is in the respiratory tract and the 
pleural cavities and lungs have been eliminated as pos- 
sible sites, effort is directed toward localization within 
the airway itself. Again, for purposes of differentiation, 
the airway may be divided into three general areas of 
possible obstruction: nasopharyngeal, laryngeal, or tra- 
cheobronchial. Here rapid diflerentiation may be based 
largely on the character of the voice or cry. A stertorous, 
rasping inspiratory sound characterizes the high obstruc- 
tion associated with choanal atresia, pharyngeal paraly- 
sis, micrognathia, or a thyroglos°al duct cyst. Nursing is 
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associated with episodes of cyanosis because the nursing 
infant must use the postnasal and pharyngeal airway. 
Postnasal obstruction is determined by the inability to 
pass a small catheter through the nose into the pharynx; 
pharyngeal paralysis by the lack of a gag reflex; and a 
thyroglossal duct cyst by palpation of the base of the 
tongue. In conditions in which the tongue itself causes 
the obstruction, such as micrognathia or macroglossia, 
relief of obstruction is immediately apparent if the 
tongue is held forward with a gauze sponge. 

Respiratory obstruction in the newborn infant due to 
a laryngeal lesion is characterized by rapid, labored 
breathing with indrawing in the suprasternal notch and 
epigastrium, and, most significant, an abnormal character 
of the cry, which may be weak, aspirate, husky, or ab- 
sent. Congenital laryngeal webs or cysts, subglottic 
stenosis, and unilateral or bilateral paralysis of the 
larynx associated with cerebral agenesis will produce 
these changes in the cry. Direct laryngoscopy is essential 
in establishing the diagnosis, but before proceeding with 
this examination one should be prepared to carry out 
intralaryngeal procedures such as aspirating the contents 
of an obstructing cyst to establish an airway if obstruc- 
tion is found. The passage through the larynx of an in- 
fant bronchoscope with oxygen attached is the most 
rapid means of establishing the airway under these cir- 
cumstances. If necessary, it may then be maintained by a 
tracheotomy. 

If the obstruction is in the trachea or bronchi, the 
signs are the same as for higher obstruction, but the cry 
is clear. X-rays demonstrating a unilateral obstructive 
emphysema or atelectasis make it imperative that a 
bronchoscopic examination be made. An obstructing 
bronchial plug and a pulmonary agenesis give identical 
physical and x-ray ‘findings; only direct inspection dif- 
ferentiates them, when either the plug is aspirated or the 
absence of the bronchus is demonstrated. Obstruction 
due to excessive secretions not relieved by simple tra- 
cheal aspiration generally indicates a pharyngeal paraly- 
sis Or a congenital esophageal anomaly such as congen- 
ital esophageal stenosis or atresia with or without a 
tracheoesophageal fistula. Tracheal or bronchial webs 
are rare but respond to dilatation. If external tracheal or 
bronchial compression is seen, or the extremely interest- 
ing idiopathic lobar emphysema is found responsible for 
the obstructive phenomena, immediate thoracic surgical 
consultation is indicated. 

SUMMARY 

In summary, the following statements are made in an- 
swer to the question “For what clinical situations should 
the laryngologist be called?” 1. In respiratory obstruc- 
tion. Respiratory effort without adequate air intake, par- 
ticularly if associated with a hoarse or absent cry, indi- 
cates probable respiratory obstruction, which the laryn- 
gologist may be able to demonstrate and treat. 2. Aspira- 
tion. When the laryngologist is called for aspiration of 
excessive mucus from the pharynx and tracheobronchial 
tree, such lesions as cerebral agenesis or birth injury 
with associated pharyngeal and laryngeal paralysis 
should be considered as well as congenital esophageal 
anomalies with or without tracheoesophageal fistula. 3. 
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Atelectasis or emphysema. Lobar or total unilateral 
atelectasis or obstructive emphysema are oftener present 
on the basis of a congenital anomaly than due to a 
“mucous plug.” However, it is futile to think a wide- 
spread, congenital atelectasis can be relieved by aspira- 
tion of a “mucous plug” if no rales are present in the 
chest. But since respiratory tract obstruction is fairly 
common, inspection in localized atelectasis or emphy- 
sema is essential. 

Thus, the role of the laryngologist in resuscitation of 
the newborn infant is in establishing and maintaining an 
airway. His own studies should localize the lesion as far 
as possible. Examination of the cyanotic, dyspneic in- 
fant should determine first if the lesion is a central nerv- 
ous system lesion, a cardiac lesion, or a respiratory tract 
lesion. If respiratory, is it pleural, pulmonary, or airway? 
If it is airway obstruction, is it nasopharyngeal, laryn- 
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geal, or tracheobronchial? Direct laryngoscopy and 
bronchoscopy are his special means of answering this 
last question. Proper newborn-size endoscopic instru- 
ments must be available. A tracheotomy may be neces- 
sary, and the endoscopic examination should not be 
made without adequate preparation for it, not because of 
the procedure itself, but because of the pathology that 
may be found responsible for the obstruction. Finally, 
while the most frequent consultation with the laryngolo- 
gist in regard to newborn infants is a request to aspirate 
obstructing secretions, it is almost axiomatic that, if ob- 
struction is severe enough or secretions copious enough 
to necessitate this consultation, some underlying con- 
genital anomaly or birth injury is the basic pathology 
responsible for the infant’s condition and not the secre- 
tions themselves. 


700 N. Michigan (11). 


EXPANSION 


OF THE LUNGS OF NEWBORN 


INFANTS 


Richard L. Day, M.D., Brooklyn, N. Y. 


The normal newborn infant is able to expand his 
lungs so easily that he seems not to struggle at all, and 
in a few minutes the oxygen saturation of his blood is 
over 90%. In the operating room, the anesthesiologist 
can maintain pulmonary ventilation during chest opera- 
tions on newborn infants with ease. In the delivery room. 
however, one encounters, fortunately rather rarely, in- 
fants who cannot breathe adequately, and in such in- 
fants, artificial positive-pressure respiration is much less 
successful than in the operating room where normal 
lungs are dealt with. The difficulty seems to arise from 
three possible causes: 1. The lungs may be obstructed 
by debris. 2. The lungs may be too immature to expand 
well. 3. The normal neonatal lung may require more 
than the 15 cm. H.O (11.5 mm. Hg) permitted on most 
positive-pressure resuscitation devices. Since the first 
two difficulties are discussed by others (see pages 1337- 
1340 and 1341-1342), 1 shall discuss pressures and vol- 
umes in expansion of the neonatal lung but at the same 
time emphasize that these factors obviously underlie 
other hindrances that may exist. 

Observations by many workers indicate that the kind 
of neonatal lung seen at autopsy seldom can be expanded 
at 20 cm. H.O air pressure. No one knows what pres- 
sure is needed in the case of the normal lung of an infant 
who survives, though it is known from the work of Smith 
and Chisholm‘ that the infant is capable of exerting 
over 40 cm. H.O inflating pressure. 


SHORT DURATION PRESSURES 


Rat lungs that have been rendered totally atelectatic 
by oxygen breathing prior to tracheal occlusion seldom 
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Intrapulmonary Pressures 


open at 20 cm. H.O and usually but not always will 
open at 30 cm. It is not unlikely that the kind of lung 
one confronts in an infant who needs active resuscitation 
resembles both these rat lungs and those infant lungs 
studied by Wilson and Farber, so that, in a truly apneic 
infant, One would not expect success at conventional 
pressures. To insure inflation, one should use pressures 
at least over 30 cm. H.O and probably up to 40 cm. Such 
pressures can be rendered safe by controlling their dura- 
tion. The normal intant probably has a duration of in- 
spiration of less than 0.75 second. Using a tracheal 
catheter, Apgar ~ has found that lungs are uninjured at 
pressures up to 50 cm. or even above exerted for half 
a second with one particular intratracheal tube. In rats, 
pressures of 40 cm. for 0.2 second are safe with a tra- 
cheal cannula of the correct size but not with a larger 
one. In all these calibrations, one must take into account 
the size of the orifice and the amount of expandable lung. 
If one advocates use of an intratracheal catheter, the 
size of the orifice is crucial. It is the volume of air, in re- 
lation to expandable lung, in the final analysis, which 
defines safety. Each operator must study his particular 
apparatus in the autopsy room with the utmost care. 

Short duration pressures have two other advantages in 
addition to their safety. The first is that there is less im- 
pairment of venous return to the heart. Pressures exerted 
for several seconds must, especially in the case of an in- 
fant on the verge of shock, be exceedingly detrimental to 
cardiac output. Secondly, short, high pressures, similar 
to those exerted by the normal infant, decreased the 
amount of expansion of easily expandable parts of the 
lungs as compared with that of the more resistant areas. 
This point is clearly shown in experiments on paired rat 
lungs, one of which is normal and the other atelectatic. 
With a short period of increased intratracheal pressure 
at an adequate level, more uniform expansion is 
achieved. 
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CONCLUSIONS 

No clinical studies have ever been performed on any 
large group of newborn infants. to my knowledge, that 
show a clear advantage of any particular method of 
resuscitation. I have a perfectly open mind on the ques- 
tion of whether infants left entirely alone might not do 
as well as those treated by any method. Such studies 
would be difficult, but I believe that those of us who 
work in centers where research can be carried out are 
obligated to settle this most confusing problem of in- 
fant resuscitation. My only plea is that, if one does be- 
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lieve in positive-pressure methods, he should apply them 
as physiologically as possible. By this I mean he should 
imitate the baby. A few initial “breaths” at say 30 to 40 
cm. for short intervals, perhaps half a second, should be 
succeeded by conventional positive-pressure respiration. 
The fear of rupture is overrated. In my experience, 
rupture has occurred either as a result of the infant's 
own struggles or of gross disregard of physiological prin- 
ciples. Whatever apparatus or technique is chosen, the 
physician should practice on a dead subject. 


45] Clarkson Ave. (3). 


STATE OF THE 


LUNGS AT BIRTH 


Edith L. Potter, M.D., Ph.D., Chicago 


The lungs, during intrauterine life, pass through two 
principal stages of development. The first, which occu- 
pies about the first half of fetal life, is a period of increas- 
ing elongation and ramification of an original bud arising 
from the entodermal tube. During this time cells differ- 
entiate into proximal tall columnar bronchial epithelium, 
intermediate cuboidal epithelium, and terminal actively 
growing buds made up of very large cells with prominent 
basal vacuoles. These terminal buds incite the local 
proliferation of mesoderm so that each elongating tu- 
bular branch becomes surrounded by a sheath of con- 
nective tissue. The lobular pattern is very prominent at 
this time, owing to the close investiture of the entoderm 
by mesoderm. 

Throughout fetal lite an increasing number of 
branches are produced; as they become more numerous 
their external surfaces become more closely approxi- 
mated. The connective tissue sheaths lose their indi- 
viduality and merge indistinguishably with those adja- 
cent to them. The proportionate amount of space oc- 
cupied by the connective tissue diminishes constantly 
during the last half of fetal life, and at term connective 
tissue is visible only as a very fine network supporting 
alveolar capillaries. 


DEVELOPMENT OF LUNGS 

The second phase of development is primarily one of 
vascularization. In the first stage the growing blood 
vessels follow the same pattern as the pulmonary tree 
but lie free in the mesoderm. As they proliferate they 
come to lie closer to the outer surfaces of the entodermal 
branches and near the middle of fetal life—about 18 
weeks after conception when the fetus weighs from 300 
to 350 gm.—the capillaries begin penetrating the here- 
tofore continuous lining of the entodermal wall. Small 
knuckle-like capillary loops push aside adjacent cells and 
come to lie in direct contact with the lumens. Much of 
their surface is exposed to the potential air space. 

This capillary penetration progresses rapidly after it 
once begins. It is accompanied by the elaboration of 
elastic fibers. The simultaneous growth of elastic fibers 
and capillaries is responsible for the gradual differentia- 
tion of alveolar ducts and alveoli. Eight to 10 weeks after 
penetration begins, the capillary bed in contact with the 
potential air space is sufficiently extensive to permit the 


fetus to oxygenate its own blood if delivered at this time. 
One of the main reasons why the end of the 28th week of 
gestation, when the fetus weighs about 1,000 gm., gen- 
erally marks the dividing point between viability and 
nonviability is because only then does the number of 
blood vessels in direct contact with the potential air 
space permit adequate transmission of oxygen to the 
blood. The longer the fetus remains in the uterus, the 
more extensive vascularization becomes and the more 
readily oxygenation is accomplished. 

The lung is anatomically the same in the mature fetus 
who has never breathed air as in the infant who has been 
breathing for several hours except for the caliber of the 
alveolar ducts and alveoli. Throughout intrauterine life 
lumens are present in all portions of the pulmonary tree. 
Under normal circumstances they are relatively small, 
but a definite pattern is visible and the inner surfaces ot 
the walls are never completely approximated except as 
a result of postmortem degeneration. The lung is entirely 
ready in a mature fetus to permit transfer of oxygen into 
the blood in the pulmonary circulation immediately after 
birth and to function as adequately as it will at any age. 

The respiratory center in the brain differentiates very 
early, and respiratory movements are among the first 
movements to be observed in the fetus. In a study of the 
lungs made several years ago on normal fetuses delivered 
by hysterotomy, I found it was necessary to compress the 
trachea in fetuses as small as 100 gm. if inspiration of air 
was to be prevented after they were removed from the 
uterus. There is no evidence that immaturity of the 
respiratory center is ever responsible for failure to 
breathe. 

In the study just mentioned, Davis and | showed that 
radiopaque material introduced into the amniotic fluid 
was invariably drawn into the lungs of fetuses weighing 
less than 400 gm. and that it was also inspired at term. 
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(These were the only groups studied.) Although a few 
investigators still believe that any intrauterine respiratory 
activity is pathological, we demonstrated to our own 
satisfaction that respiratory movements occur normally 
during intrauterine life. There is no denying that anoxia 
can be responsible for excessive inspiration of amniotic 
fluid, but anoxia causes an abnormal type of activity and 
is responsible for much greater dilatation of alveoli than 
ever occurs under ordinary circumstances. 

The normal infant at the time of birth has a normally 
functioning respiratory center, has lungs with a rich 
capillary bed ready to oxygenate its blood, has lumens 
in the pulmonary tree that are ready to be distended by 
the ingress of air, and, unless some pathological process 
prevents, its intrauterine respiratory activity will be di- 
rectly continued into its extrauterine life. A normal in- 
fant will never fail to breathe after delivery. 

The word “resuscitation” as used by most persons 
seems to imply that respiration is a response to some 
kind of a trigger mechanism and that to resuscitate an 
infant they must pull this trigger by spanking or adminis- 
tration of drugs or rocking or inflating the lungs or some 
other procedure. 

Resuscitation of adults consists of supplying oxygen by 
periodic insufflation of the lungs until the effects of what- 
ever has been responsible for apnea has worn off. Re- 
suscitation of the newborn infant consist of exactly the 
same thing. If the infant does not breathe at birth, oxy- 
gen must be supplied until the effect of whatever was re- 
sponsible for its failure to breathe has ceased to act. 
The most satisfactory resuscitation consequently is ac- 
complished by whatever method of introducing oxygen 
into the lungs most closely simulates the effect that could 
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be produced by the infant’s own efforts. The periodic 
introduction of an oxygen-rich gas directly into the 
trachea at a pressure sufficient to permit it to pass from 
the bronchi into the alveoli but sufficiently controlled to 
prevent rupture of any part of the lung by hyperdisten- 
tion is the ideal. 


REASONS WHY INFANT DOES NOT BREATHE 

There are many reasons why an infant does not 
breathe, but by far the commonest are cytotoxic states 
of the respiratory center caused by anoxia, by depressant 
drugs, or by other toxic states in the mother. Some of 
these effects are temporary, and it is to provide oxygen 
until such time as that effect shall have passed that re- 
Suscitation is undertaken. 

The mouth and the pharynx of the infant are usually 
full of amniotic fluid and mucus at birth, and these are 
usually inspired without ill-effect with the first breath. 
Unless an infant has been anoxic tor a prolonged period 
before birth so that its alveoli have been distended by 
debris from the amniotic fluid, there will be no direct 
mechanical obstruction to breathing. Even then the effect 
on the brain of the anoxia that was responsible for exces- 
Sive intrauterine activity is more important in failure to 
breathe than is the direct effect on the lungs. Plugging 
of a bronchus with mucus sufficient to interfere with es- 
tablishment of extrauterine respiration is of almost un- 
known occurrence. Except in malformations or the more 
Massive intrauterine pneumonias, a local disturbance in 
the lungs is almost never responsible for immediate post- 
natal apnea. All infants who do not breathe are ill; this 
must never be forgotten when treatment is instituted. 
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INTRAMUSCULAR USE OF DIMENHYDRINATE (DRAMAMINE) TO CONTROL 
POSTOPERATIVE VOMITING 


Daniel C. Moore, M.D., L. Donald Bridenbaugh, M.D., John C. Green, M.D. 
Vincent F. Piccioni, M.D., Pliny A. Adams, M.D. 


Carl A. Lindstrom, M.D., Seattle 


In November, 1951, we presented a paper in which it 
was stated that intramuscularly administered dimen- 
hydrinate (Dramamine) seemed to reduce postopera- 
tive vomiting by approximately 50%. At that time it 
was stated, “It is hoped that further interest in this 
subject will be stimulated so that an extensive evaluation 
of the drug may be made.” ' Certain objections have been 
raised regarding the validity of the conclusions of our 
preliminary report and those of others describing the 
efficacy of dimenhydrinate for control of postoperative 
vomiting.- The main objections that have been raised 
were that (1) if the study method described in this article 
is to be significant, many thousands of cases must be re- 
ported, and (2) no “placebo” control series appeared. 


From the Department of Anesthesiology, the Mason Clinic. 

This study was made possible through the cooperation of G. D. Searle 
& Co., Chicago. 

1. Moore, D. C.; Anderson, L.; Wheeler, G., and Scheidt, J.: The 
Use of Parenteral Dramamine to Control Postoperative Vomiting: A 
Report of 1192 Cases, Anesthesiology 13: 354-360, 1952. 


Other minor objections included the facts that (1) there 
was no note made of the amount of vomiting past 50 cc., 
which was set as criterion for vomiting; (2) the character 
of the vomitus, i. e., bile-stained or clear, was not de- 
scribed; (3) our previous article did not specify in enough 
detail how the study was carried out nor did it note the 
personnel involved; and (4) the possibility of prejudice 
and bias could have existed. These are all justifiable 
criticisms—ones that we hope are satisfactorily an- 
swered by this report, which includes a review of the use 
of dimenhydrinate in 8,849 cases as well as the results 
of a “double-blind” series of 394 cases in which neither 
the anesthesia department, the floor nurses, nor the sur- 
geons at our institution knew if the solutions injected did 
or did not contain dimenhydrinate. 


METHOD OF STUDY 


The over-all incidence of vomiting for nine general 
classes of anesthetic techniques most frequently used at 
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our institution was established by a six months’ study of 
cases, during periods in which dimenhydrinate was not 
employed (table 1). This served as a control. Then a 
standard method of administration was established, 
termed the “dimenhydrinate routine,’ by the hospital 
staff. This consists of administration of 1 cc. (SO mg.) of 
dimenhydrinate intramuscularly on call to surgery, of 
I cc. (SO mg.) intramuscularly on return from surgery, 
and then of 1 cc. (SO mg.) intramuscularly every four 
hours for four doses. All patients who were to have an 
anesthetic regardless of the magnitude of surgery and 
who fell into the nine general classes of anesthetic tech- 
niques listed in table 1 received the “‘dimenhydrinate rou- 
tine.” It is emphasized that no attempt at selection of 
cases was made, nor were there any alterations in the 
routine use of opiates preoperatively and postoperatively. 
The only time the dosage of dimenhydrinate was changed 
was for children under 5 years of age, in which instances 
the dosages were reduced to 25 mg. The only cases in 
which it was purposely omitted were in children under 
12 years of age and in tonsillectomies. Patients subjected 
to tonsillectomies were not included in this study, since 
they were admitted to the hospital the morning of the 
scheduled operation and dismissed that afternoon; there- 
fore, the preoperative visit as well as postoperative follow- 
up was virtually impossible. 

All patients in these series were seen before operation, 
within the first 24 hours after operation, and daily there- 
after. They were questioned as to whether or not they 
had vomited and asked to estimate the amount and to 
describe such things as the character of the emesis, its 
color, and its viscosity. Their responses were checked 
against the nurses’ notes and comments as well as ob- 
served contents of the emesis basin and stains on the bed 
linens. Vomiting was defined as the emesis of any mate- 
rial that measured 50 cc. or more in volume. Spitting up 
of mucus or bile was not considered vomiting in this 
study unless it exceeded this stipulated amount. The 
Chicago key-sort anesthesia card was used for tabulation. 
With this general standard procedure for the study of 
dimenhydrinate established, two series of studies were 
conducted in the following manner. 

Dimenhydrinate Series——For five years (1949 to 
1954), except for the periods during which control series 
and the double-blind series were conducted, a solution 
known to contain 50 mg. of dimenhydrinate per cubic 
centimeter of solvent was given by the routine dimen- 
hydrinate technique to 8,849 patients. These patients 
were observed by both the attending staff and the resi- 
dents of the anesthesia department as well as the nursing 
staff. The greater majority of patients in this series were 
not told that they were receiving a drug to control post- 
operative vomiting. 

Double-Blind Series.—Although 8,849 cases would 
seem to be a significant number of cases, it was felt that to 
rule out all possibilities of prejudice a double-blind study 
should be conducted. Arrangements were made, there- 
fore, to prepare 20 numbered boxes, each containing 25 
5-cc. rubber-stoppered vials; the number of the box in 
which it was originally received appeared on the dimen- 
hydrinate label of each vial. The identity of the solution 
in each container remained unknown to any of the hospi- 
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tal staff until completion of the study and tabulation of 
the results. 

From Aug. 1, 1954, to Oct. 10, 1954, these solutions 
were administered to the patients by the established 
routine method, care being taken to see that when a 
patient was started on one number that all the injections 
given the patient were from a bottle containing that spe- 
cific number. As a matter of fact, no hospital floor had 
more than one box at any one time. The boxes containing 
the bottles of solution were passed out to the surgical 
floors of the Virginia Mason Hospital at random, no 
effort being made to place specific numbers on the same 
floor; for example, the even numbers were not given to 
one floor and the odd numbers put on another. 

The patients were visited by the residents and staff 
physicians of the anesthesia department as stated above. 
After the first week of the study one of the attending staff 
anesthesiologists (D. C. M.) did not participate actively 
in these visits to the patients. His main part in the study 
was its supervision and writing the report. He was the 
only one who had participated in the first study, and it 


TABLE 1.—Control Series in Study of Dimenhydrinate 


No. Rate of 
No. of Who Vomiting, 
Anesthesia Cases Vomited 
1,502 339 92.6 
Regional block (other than those listed 
Intercostal deep splanchnic.............. 9 10.1 
Thiopental (Pentothal), NeO, curare.... 125 23 
251 44 17.5 
Epidural 


was felt that this would eliminate any criticism of bias 
of the report. Theretore, eight different physicians visited 
the patients to check whether or not emesis had occurred. 
They charted on the key-sort cards the number of the box 
from which the ampul was taken and the amount and the 
character of the vomiting. The charts were not reviewed 
and the incidence of vomiting with each number was not 
determined until the entire series was terminated. 


RESULTS 
The incidence of vomiting in the control series of 1,502 
patients that did not receive the dimenhydrinate by any 
method was 22.6% (table 1). In the 8,849 cases in 
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which the dimenhydrinate routine was used and each 
cubic centimeter of the solution known to contain 50 mg. 
of dimenhydrinate. the incidence of vomiting was 13.0% 
(table 2). 

After the results obtained with the specially labeled 
material prepared for the double-blind series was tabu- 
lated, the key to the identity of the solution in each vial 
was received, Decoding of the tabulated information 
revealed the following results: 1. Of the 199 patients 


Tasie 2.—Results in Series with Dimenhydrinate 
No. Rate o! 
No. ot Who Vomiting, 
Anesthesia (uses  Vomited % 
Regional block (other than those listed 
Intereostal deep splanchnic ay 5.4 
Cervical block.. 302 47 
Cyclopropane .. 309 13.0 
Thiopental (Pentothal), NeO, curare... 1,707 239 13.6 
Epidural 
Caudal ares 25 64 


TaBLe 3.—Results in Double-Blind Series with No 
Dimenhydrinate 


No. Rate of 
No. of Who Vomiting, 
\nesthesia ('ases  Vornited % 
Total Procedures. . is 4.1 
Regional block (other than those listed 
Intercostal deep splanchnic..... 17 29.4 
Cervical block. { 2 50.0 
Ether and 3s 4 23.7 
(vyelopropane .. 2 l 
Thiopental (Pentothal), NeO, curare.... 1 7 17.6 
Thiopental sodium 14 2 14.3 
Epidural 
Caudal area.... 15 4 30.8 


4.-——Results in Double-Blind Series with Dimenhydrinate 


No. Rate a! 
No. ol Who Vomiting, 
\nesthesia (uses Vomited 
Total Procedures.............. 1) 45 13.3 
Regional block (other than those listed 
Intercostal deep splanehni 14.3 
Cervieal bloek.. 4 
Ether and 14 25.5 
(‘yelopropane ... 0 0 0 
Spinal ..... 15 9 13.3 
Thiopental (Pentothal), NeO, curare.... 2.6 


Thiopenta] sodinu Is 0 0 
Epidural 
(‘audal area 0 


Lumbar area...... 14.3 


who received the solvent only by the routine method, 
48 vomited, a percentage of 24.1 (table 3). 2. Of the 
195 patients who received this routine with solutions 
containing dimenhydrinate, only 26 vomited, a_per- 
centage of 13.3 (table 4). 

When a patient in this series vomited, he almost in- 
variably vomited an amount far in excess of the 50 cc. 
volume, i. e., 200 to S500 cc. Most patients were permitted 


3. Bennett. B. M.,. and Pyke, R.: Personal communication to the 
authors. 
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liquids on return from surgery as desired and food as 
tolerated. There was no correlation between the character 
of the vomitus and the amount vomited. 


COMMENT 


The significance of this report lies in the fact that the 
double-blind study (tables 3 and 4), which was con- 
ducted in such fashion that no one in the hospital knew 
what the bottles contained, paralleled so closely the 
results of the control series (table 1) and the series in 
which it was known that the dimenhydrinate, 50 mg. 
per cubic centimeter, was injected (table 2). In the 
control series (table 1) the incidence of vomiting was 
22.6%, while that in the double-blind study (table 3) 
was 24.1% when solutions that did not contain dimen- 
hydrinate were injected. In the series of 8,849 cases in 
which dimenhydrinate was injected, the incidence of 
vomiting was 13.0%. In the double-blind study it was 
13.3% when solutions containing 50 mg. of dimen- 
hydrinate per cubic centimeter were administered. These 
figures are in close agreement and seem to be well within 
the limit of experimental error. 

Perhaps it could be argued that the ideal method for 
this study would have been to give the solutions only to 
patients receiving ether as the primary agent, since the 
incidence of vomiting is high tollowing its administration. 
Also, it might have been better had all the patients in 
the study had the anesthetic administered by one anes- 
thesiologist and after surgery been returned to only one 
ward where specially instructed nurses were in charge. 
However, we do not believe this is true, because if a drug 
is to be of value in postoperative vomiting it must contro! 
the over-all incidence of postoperative emesis irrespective 
of the anesthetic method or agent used and the ability 
of the personnel involved. It is our feeling that there are 
so many variables that may result in vomiting that such 
a narrow study might not be as significant. Also, it has 
been our experience that patients, who have not had the 
benefit of preoperative preparation and who have re- 
ceived either a regional nerve block or a small amount of 
thiopental (Pentothal) often vomit, although these tech- 
niques are thought to be associated with a low incidence 
of vomiting. 

The statistical significance of the results obtained in 
this study was evaluated by statisticians at the University 
of Washington as follows *: 

The data on the effectiveness of the use of Dramamine tor 
postoperative vomiting were analyzed by means of the chi-square 
test. For the main group of trials, N=10,351, the probability 
was less than one in a hundred million that the drug did not 
significantly reduce the incidence of postoperative vomiting, i. e., 
P<00000001. In the “double-blind” trials, N—=394, the prob- 
ability was P=.009, or approximately nine chances in a thousand 
that the Dramamine was not effective. Since no difference in 
percent vomiting (22.6 vs. 24.1) was noted between the control 
groups, and likewise no differences between the treated groups 
(Dramamine, 13.0 vs. 13.3), the results were then combined. 
The combined data indicate that the chance that the Dramamine 
is not effective is less than one in a hundred million, 

In the tables it will be noted that the primary anesthetic 
agent is the one under which the anesthetic procedure 
was classified. By primary agent we mean the agent used 
to obtain and maintain relaxation during the surgical 
procedure. Not uncommonly, we induce anesthesia with 
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sodium thiopental when we intend to use ether or cyclo- 
propane as the primary anesthetic agent. A dose of 0.25 
gm. (250 mg.) is seldom exceeded. If a procedure lasts 
over one hour, the thiopental probably has been detoxi- 
fied by the end of the surgical procedure, so that it seldom 
‘has an influence on the postoperative period. With 
sodium thiopental, induction is smooth and much of the 
anoxia of induction, which may influence vomiting in 
the postoperative period, is avoided. However, since 
thiopental has been used as an induction agent equally 
in both the control and the dimenhydrinate series, its 
effect should not influence the results. 

No tissue necrosis has occurred after the parenteral 
administration of dimenhydrinate. Since it belongs to the 
class of antihistaminic drugs, side-reactions might be 
expected to occur in some patients. To date, we have 
seen no reactions other than an occasional case of drowsi- 
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ness. Because of this, some physicians may question the 
dose of preoperative and postoperative medication that 
should be used since a synergistic action may possibly 
occur. However, while this study was conducted, we did 
not vary the usual premedication dose of morphine, 
scopolamine, or a barbiturate. 


SUM MARY 

In this study dimenhydrinate (Dramamine) was given 
to 9,243 patients to control postoperative vomiting. In 
394 of these cases a “double-blind” study was run to 
rule out personal prejudice or bias. The study conclu- 
sively proves that at the Virginia Mason Hospital the 
parenteral administration of dimenhydrinate has reduced 
the incidence of postoperative vomiting by approximately 
50%. 
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Cancer probably begins in some minutely localized 
spot, in a little nest of cells, possibly in a single cell, or, 
as some believe, multicentrically in a limited area. These 
abnormal cells multiply, gradually overcome the re- 
straining influence of surrounding cells and tissues and 
the regulating forces that govern normal cells, push their 
way into new territory, and begin their lawless career. 
The optimum generation time of cancer cells is a matter 
of only a few hours. Two cells become four, four be- 
come eight, and so until in time there is a solid mass of 
millions of cells. As the lump grows, it does not gently 
push other structures aside, as a benign tumor does, but 
it infiltrates, invades, destroys, and replaces adjacent 
tissue. Sometimes this process works to the disadvantage 
of the tumor, for it may block its own blood supply and 
become necrotic at the center. This extension does not 
take place equally in all directions. The tumor grows 
most rapidly along lines of least resistance. Tumor cells 
in stroma are somewhat like soldiers trying to advance 
through a dense jungle. The going is tough and slow un- 
less they strike an open trail; then they are able to 
stream rapidly along. The trails of the breast are the 
lymphatic vessels. When tumor cells invade a lymphatic 
vessel, they can progress more rapidly in the form of a 
solid cord of cells. 


METHODS BY WHICH CELLS SPREAD 


But extension of mass-growth, or proliferation along 
lymph channels, is not the only method of spread. Tu- 
mor cells also migrate. Most of us have erroneous, un- 
realistic concepts of tumor cells because we are used to 
seeing them through a microscope in fixed, stained prep- 
arations. Those rigid, dead, brightly colored cells are 
no more like living functioning cells than pickled ca- 
davers in the dissecting room are like living people active 
in homes and places of business. A living cell is color- 
less; it breathes, eats, excretes, moves, and reproduces. 
It may elaborate complex and potent products. Some 
malignant cells are capable of ameboid movement. Like 
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white blood cells, they can work their way through the 
delicate endothelium of lymphatic vessels and even, 
though with more difficulty, through the stronger walls of 
the blood capillaries. In the lumen of these vessels, in- 
dependent malienant cells get swept along by the blood 
or lymph stream, or perhaps a small clump of cells will 
be slowly milked along the narrow channel. Sooner or 
later they reach a permanent lodging place. There, if 
conditions are suitable and nourishment is adequate, 
they multiply and form a new colony. 

The lymphatic drainage of the breast is rich and re- 
plete with plexuses, so that the direction of spread of 
malignant cells through these channels is understandably 
unpredictable and fortuitous. Drainage is generally to- 
ward the skin surface. There a subcutaneous plexus of 
lymphatic vessels permits the cells to be carried in almost 
any direction. These migrations may require months 
or years. Periods of quiescence or colonization are fol- 
lowed by fresh migrations. Satellite nodules are com- 
monly observed in the vicinity of advanced tumors, or 
malignant nodules may appear nearby one or two or 
three years after mastectomy. They are commonly re- 
ferred to as “local recurrences”; actually, they are macro- 
scopic growths from microscopic extensions that were 
already present but not removed at operation. 

The main lymphatic trunks that converge toward re- 
gional lymph nodes provide another common method of 
spread of breast cancer. From the mammary gland, often 
by way of the subareolar plexus of lymphatic vessels, 
this spread of metastases occurs, superiorly toward the 
axilla, medially toward the mediastinum or the other 
breast, and inferiorly toward the abdomen. To reach 
the axillary nodes, some lymph channels obviously must 
pierce the pectoral muscles that intervene; to reach the 
internal mammary nodes, they may penetrate the inter- 
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costal structures; to reach the paravertebral nodes and 
diaphragm they traverse the rectus fascia and underlying 
muscles. Lymph-borne tumor cells reach a lymph node 
by way of its afferent vessels. Malignant cells lodge in 
the subcapsular plexus of the node where they multiply 
and slowly invade to node proper. In time they may 
destroy the node and replace it more or less completely 


B 


Fig. 1.—Diagrammatic representation of impalpable extensions of mam- 
mary carcinoma, A, a degree of spread that still permits total excision. 
B, a degree of spread that precludes compiete removal by classical radical 
mastectomy. 


with a mass of tumor cells. When ultimately the cancer 
cells reach the efferent lymph vessels of the involved 
node, some of them may travel further seeking new 
fields of conquest. Dr. Herbert Davis ' has shown that 
in the invasion of axillary and other regional nodes, 
carcinoma may bypass some nodes while invading others. 

Another method of spread of breast cancer is by way 
of the blood stream. This probably occurs more fre- 
quently than has been thought. However, according to 
Boyd, “tumor emboli are not synonymous with metas- 
tases. Tumor emboli in the lungs often die out, as M. B. 
Schmidt showed many years ago. They become coated 
with fibrin, and fail to develop into tumors.” If, in two 
animals with the same type of mammary tumor, the le- 
sions are massaged and one animal is killed soon 
after, the lung capillaries will be found to be stuffed 
with tumor cells, but the other animal, killed some 
months later, will show only a few metastases, indicating 
that most of the emboli have failed to develop. Some 
malignant emboli do become tumors, however, as shown 
by bone, lung, and brain metastases frequently observed 
in late stages of the disease. 

Still another method of tumor spread is an accidental 
and tragic one. Cancer cells can be successfully trans- 
planted to new areas by the surgeon at operation. Wash- 
ings from instruments and the operative wound have 
been shown on occasion to contain cancer cells. Hence 
the rationale of thorough irrigation of these wounds 
before closing them. An instance has been reported of 
cancer developing in the thigh at the donor sight from 
which a skin graft was taken to cover the chest wound. 
In the treatment of breast cancer it is of utmost im- 
portance that the physician and surgeon should under- 
stand the mechanism of spread and recognize the prob- 
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able extent of spread in patients. Unfortunately, that 
is not always the case. Even the original lesion may re- 
main undiscovered, or be misdiagnosed, until hopeless 
extension of the malignancy has already occurred. 
DETECTION OF CELLS 

It should be kept in mind that the surgeon, however 
conscientious and skillful he may be, is able to detect 
only the gross spread of the disease. Beyond the limits 
that can be seen or felt are extensions that can be demon- 
strated by the microscope. The more experienced and 
zealous the pathologist, the wider the zone of extension 
that he can demonstrate. A recently reported investiga- 
tion * consisted of a restudy of the axillary nodes of 30 
patients with carcinoma of the breast that on routine 
examination had been reported uninvolved. The investi- 
gators made serial microtome sections of these nodes 
and studied every other section systematically—a pains- 
taking piece of work. They found carcinoma cells in 
the nodes of one-third of the cases previously reported 
negative. The utmost limits of spread of malignancy and 
the scattered migrating cells and microscopic tumor em- 
boli lie beyond the ken of the best pathologist. There is 
no way to detect them. This point is illustrated further 
by figure |. The first diagram, A, represents a palpable 
mammary carcinoma that seems to the surgeon to be 
localized within the breast, an opinion that might well 
be confirmed by gross and microscopic examinations of 
the pathologist. However, in a proportion of such cases, 
spread of the malignancy has in fact already occurred, 
though not to such a degree but that radical mastectomy 
will remove all of it. The second diagram, B, shows 
another hypothetical case in which the surgeon and pa- 
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Fig. 2.—Diagrammatic representation of the difference between detect- 
able spread and actual extension of breast carcinoma (ordinate) in relation 
to time (abscissa) and the adequacy of surgical attack at various stages, as 
when (a) patient discovers lump and visits doctor; (b) patient is delayed 
in reaching surgeon; (c) tumor is still older; and (d) too long delay makes 
case hopeless. 


thologist find involvement of a few axillary nodes. It is 
hoped that radical mastectomy will remove the entire 
malignancy en masse. But here again, at least in many 
such instances, the actual spread has gone beyond the 
limits of the classical operation and in consequence the 
most distant extensions are not excised. This concept 
that actual spread nearly always exceeds detectable 
spread is so important for a clear understanding of ra- 
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tional treatment and prognosis that I shall illustrate it in 
another way. Figure 2 is a schematic representation of 
the progressive spread of mammary carcinoma with the 
passage of time. Imagine a hypothetical patient who 
discovers a lump in the breast by accident and goes with- 
out delay to her physician (position a). Physical exam- 
ination shows the tumor to be localized in the breast. 
Actually, however, the cancer has been in existence for 
an indeterminate length of time and has been spreading 
insidiously. By the time the original lesion is large 
enough to attract attention, the actual limits of extension 
may have passed beyond the limits of local excision and 
even simple mastectomy may not ensure complete re- 
moval. Now assume that the tumor is not discovered so 
soon and that there has been delay in the patient reaching 
the surgeon (position b). By the time of operation, the 
cancer will really have been present, let us say, for one 
or two or three years. Gross spread is still limited to the 
site of the original lesion, but the actual spread is much 
greater, so that by now radical mastectomy is necessary 
for extirpation. Or, suppose the tumor is older still 
(position c). The same principle holds. Physical exam- 
ination at this stage shows metastases in the axilla, but 
the actual limits of spread, in ways already discussed, 
is much wider, so that a very extensive surgical dissec- 
tion and excision will be required to offer even a hope of 
complete removal of the malignant growth. If there ts 
further delay (position d), the case becomes hopeless. 


COMMENT 

It is not inferred, of course, that there is any uniform- 
ity among breast tumors as to rate of spread or the 
order in which nodes or other structures become in- 
volved. On the contrary, there is tremendous amount 
of variation. The important point is that every cancer of 
the breast begins as a localized lesion that spreads in the 
course of time, first insidiously and impalpably and then 
grossly and detectably. If the diagnosis can be made in 
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what is, for that particular tumor,.an early stage, com- 
plete excision and cure may be possible; but if an ad- 
vanced stage has been reached, whether rapidly or 
Slowly in terms of years, even radical operation will not 
remove all of the malignant extensions. We err if we 
concentrate on the gross extent of the disease and ignore 
the impalpable spread, the limits of which can be only 
imperfectly detected even by the pathologist. The con- 
cept illustrated by these figures has helped me to under- 
stand why classical mastectomy offers only 70% 5 year 
clinical “cure” when the cancer is limited grossly and 
microscopically to the mammary gland and only 30% 
5S year clinical “cures” when there are demonstrable 
axillary metastases; why 10 year survival rates are always 
less favorable than 5 year survival rates; why more radi- 
cal operations give better results than less radical; why 
patients without demonstrable axillary metastases have 
a better prognosis than those with axillary involvement; 
why the outlook is better if only some of the nodes are 
involved than if all or nearly all of them are cancerous; 
why results are improved by thorough, meticulous, radi- 
cal dissections; and why tumors located in the media! 
hemisphere usually have a relatively poor prognosis. 
This concept points up the intrinsic limitations of “ultra- 
radical” surgery and radiation therapy. In the light of 
this concept, Haagensen’s and Stout's criteria of inopera- 
bility take on fresh significance. 
CONCLUSIONS 

The only hope for cure of mammary cancer at the 
present time is to remove or destroy the entire malignant 
growth, including its most distant and elusive extensions 
and metastases. Every device that contributes to the 
accomplishment of that purpose will improve prognosis; 
hence the need for early diagnosis, prompt radical sur- 
gery, and, in appropriate cases, supplementary irradia- 
tion. 

2033 S. State St. (3). 


CRASH AND LIVE—NEED CARS KILL MORE SOLDIERS THAN GUNS? 


Col. Don S. Wenger, U. S. A. F. 


During the Korean war only half of the hospitalized 
casualties were the result of enemy action. During this 
same conflict, more Americans were killed in the United 
States in automobile accidents than were killed in the 
war.' The automobile is the military establishment's and 
the nation’s greatest killer. An American is injured every 
24 seconds and one is killed every 14 minutes in a traf- 
fic accident. 

Because of the age group with which we deal in the 
military services we are concerned with a segment of 
population that has no aged, inactive, sedentary part; 
all drive and drive a great deal. One might then expect 
a considerably increased automobile injury and death 
rate in the armed torces. Adjusted for male groups of 
comparable ages, the military service has about 30% 
more fatalities due to auto accidents than do civilians.° 
The 2,000 deaths, the 22,000 injuries, the 70 million 
dollar bill to the military services tor injuries in these 


accidents, and the military loss of almost one-half mil- 
lion man days, all due to automobile accidents in 1954, 
show that we do have a tremendous problem. 

To prevent injury we must know something about the 
mechanism that produces the injury. Quite simply one 
may say that as in falling from a tall building it is not the 
fall but the sudden stop at the bottom that does the 
harm, so it is not necessarily the motion of the car that 
kills; it is the sudden stop your body undergoes. This 
sudden stop generates what are called decelerative 
forces. These forces are measured in multiples of the 
pull of gravity. A force equal to the pull of gravity is 
called a g of force. It follows then if the force that stops 


From the Office of the Surgeon General, Washington 25, D. C. 

Read before the Section on Military Medicine at the 104th Annual 
Meeting of the American Medical Association, Atlantic City, June 8, 1955. 

Discussion of this paper was opened by Mr. John O. Moore and 
Col. George Peer. 

1. Campbell, H. E.: Personal communication to the author. 


2. Allen, A. W., Jr.: Personal communication to the author 
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the forward mction of your body is three times the pull 
of gravity, it is a 3 g deceleration. Detailed studies on 
this problem of decelerated forces have been made. 
Repeated exposures to 35 g without harm and peaks 
of 57 g with no observable damage are reported. Some 
Air Force men have undergone over 4 tons of sudden 
stop pressures with no more than transient physiological 
effects. An appalling fact is that in most automobile 


Fig. 1.—Kinematics and hii locations for an adult seated on the right 
side of the front seat. In a crash with the car moving only 7 mph, and 
with 1.5 g, the occupant’s head struck the car roof in 0.17 second, the 
rear-view mirror in 0.23 second, and the instrument panel in 0.3 second. 


accidents the decelerative g forces are in the neighbor- 
hood of 25 g or below, well within the limits easily 
tolerated by the human body when it is properly sup- 
ported and restrained. We must then accept the fact 
that, with some attention to engineering and to support 
and restraint of the body, fatalities in automobile acci- 
dents would be sharp!y reduced. 


HAZARDS 


Studies done with dummies in controlled automobile 
crashes have revealed some interesting facts (fig. 1). 


261 


4 
4 


Fig. 2.—Causes of fatal automobile injuries. 


When moving at a speed of only 7 miles an hour and 
with decelerative forces of but 1.5 g, the dummy, 
weighted to behave like a human body, flew upward and 


3. Automobile Crash Safety Research Report YS-846-D-1, Cornell 
Aeronautical Laboratory, Dec. 31, 1953. 

4. The Indiana State Police Autocrash Injury Research Annual Report, 
Indiana State Po'ice, Oct. 1, 1954. 

5. Moore, J. O., and Tourin, B.: A Study of Automobile Doors Open- 
ing Under Crash Conditions, New York, Cornell University Medical 
a Department of Public Health and Preventive Medicine, Aug. 1, 

4. 


J.A.M.A., Dec. 3, 1955 


forward. Its head struck the car roof in 0.17 second; in 
0.23 second it had hit the rear-view mirror, and in 0.3 
second had come in contact with a third hard surface, 
the instrument panel.’ Observations made by the Indiana 
State police on the part of the car that caused fatal 
injury in a series of accidents are another facet of the 
study cf how and where we get hurt in car crashes. They 
have shown (fig. 2) that doors and framework are the 
most lethal part of a car.* A close second to these struc- 
tures are objects outside the car against which the ejected 
occupant is thrown. Regardless of the severity of acci- 
dents, more occupants sustain moderate through fatal in- 
juries by being ejected than by remaining in the auto- 
mobile.® It has been reported that 1 out of 10 auto crash 
fatalities result because doors pop open and the victim 
is thrown out of the car. 

A study of the hazard of ejections shows (fig. 3) that 
moderate to fatal injuries increase significantly, and in 
some cases more than double, when ejection from the 
car occurs.* It has been reported that when front doors 
opened in accidents, one out of every three occupants 
was completely ejected from the car. The statement has 


indiana 


Not ejected 


North Carolina and Marylang 


40% Completely Ejecteo 


a LJ 


Moderate to No injury or 
Fatal Injury Minor injury 


Fig. 3.—Injury as related to complete ejection from automobile 


also been made by engineers studying the fatal accidents 
in Indiana in 1951 that two-thirds of them were sur- 
vivable if the design of the car had been better. 


A graph of the number of injuries to various parts of 
the body (fig. 4), giving the 1952 experience of one of 
the military services, shows over 8,000 minor injuries 
that required first-aid treatment only. After ruling out 
this group of injuries, it is significant that the next largest 
group, 2,409 cases, were head injuries. More head in- 
juries occurred than the total of the next two most com- 
mon injuries (lower extremities 1,400 and trunk 943). 
Although multiple injuries are often seen, it is never- 
theless common to see a fatality that is relatively un- 
scathed except for head injuries. The force required to 
seriously injure a head may vary a great deal depending 
on the area through which the force is absorbed and 
the time during which the force is applied. In demon- 
stration of the variations caused by changing the size 
of the area involved, the following rough estimates are 
cited: 600 in.-lb. of force will fracture a skull struck by 
a firm flat surface; a baseball bat will break a head with 
only 85 in.-lb. of force; and on a sharp 90 degree angle, 
such as the edge of a rear-view mirror, a skull will frac- 
ture with only 50 in.-lb. of force. 
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PROTECTION DEVICES 
Protection from crash injuries may be local or general. 
Local protection is the guarding of parts frequently in- 
jured. An example is the crash helmet that a flyer or 
an automobile racer uses. A serious problem in the use 
of lecal protective devices is getting the motorist to use 
the device. The jet pilot has been educated from the 


imured 


Fig. 4.—Frequency of injury to various parts of the body (1952 experi- 
ences of one of the military services). 


beginning of his training that a helmet will keep him 
from getting his brains scrambled on the canopy of his 
plane if he hits rough air or crash lands. No one has 
yet educated the motorist in methods of living through 
accidents. The next step toward safety in design is educa- 
tion of the driving public to recognize the need, to real- 
ize the possibility of protection, and to demand these 
changes that will protect him. 

There are several items of equipment and design that 
would increase a motorist’s chance of survival of an acci- 
dent. The first, simplest, and perhaps, under present 
circumstances, the most effective procedure would be 
to secure the passengers within the vehicle with a safety 
belt. The passengers then would wear the vehicle much 
as a knight of old wore a suit of armor. Forces that a 
safety belt can control are surprising. In a 50 g decelera- 
tion run at Muroc Lake, Calif., Oscar, a dummy used 
in some tests, broke his restraining harness. He 
flew through the protecting shield and bounced down 
the track, sliding to a stop 789 ft. away. Investigators 
at Cornell University, Ithaca, N. Y., believe that a safety 
belt will prevent about one-half of the fatalities in auto- 
mobile accidents. A simple lap belt can be made even 
safer by adding a chest strap that will prevent bending 
over the lap belt and hitting the head on the dashboard. 
As long as there are car doors that pop open and wind- 
shields that do not, a safety belt is needed to restrain the 
car’s occupant from flying about within the car or getting 
ejected from it. 

If the decelerative forces generated by an accident are 
absorbed through a large surface much less damage re- 
sults than if the same forces are absorbed through a 
small surface. For example, if a body falls flat on its 
back into soft earth it may undergo a deceleration of 
150 g but have pressures of only 30 lb. per square inch 
on the surfaces involved. On the other hand, if the 150 ¢ 
deceleration is absorbed entirely by a few square inches 
on the top of the head, the pounds per square inch will 
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go to astronomical figures and severe injuries will result. 
Padded panels and crash pads on the steering wheel and 
other structures serve to increase the area over which 
decelerative forces are applied. If one can reduce the 
sudden high peaks of decelerative force the probability 
of injury is also greatly reduced. If deceleration is over 
a greater distance and for a longer time the peaks of 
force are reduced. Soft pads serve to increase by a 
significant degree the distance through which decelera- 
tion is accomplished, and thereby not only increase the 
area of the force-absorbing surface but reduce the peaks 
of force that must be absorbed. 

Another method of reducing the sudden severe peaks 
of decelerative forces is the construction of a frame that 
will progressively disintegrate (fig. 5) and absorb g’s 
during its disintegration. The principle involved is that 
the frame collapses with the stress necessary to decelerate 
it with a certain predetermined number of g’s. The 
greater the speed at impact the more frame collapses and 
the more time is consumed in deceleration, but never 
does the force rise above the predetermined decelerative 
force for which it is designed. Since this is true, the pas- 
sengers in the uncollapsed portion remain relatively safe, 
for never are they subjected to sudden high peaks of 
deceleration that will tear loose and throw them about. 
Passengers in the rear of a vehicle designed in this 
fashion when crashing at 60 mph are never subject to a 
greater decelerative force than when crashing at 20 mph. 
The only factor that changes is the time during whicn 
they are exposed to this force. This energy-absorbing 
construction can, of course, be extended to parts of the 
construction as well as used on the main frame. Exam- 
ples would be a hydraulic or collapsible bumper that 
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Fig. 5.—Progressive disintegration of the frame will reduce the sudden 
severe peaks of decelerative force. A, mock-up of a fuselage. B, crash 
at 20 mph with 4 ft. of structural collapse. C, crash at 40 mph 
with 16 ft. of structural collapse. D, crash at 60 mph with 36 ft. of 
structural collapse. Maximum decelerative force in B, C, and D is 3.3 g. 


would absorb energy and decelerate the car gradually. 
A telescoping steering wheel or one perhaps of the weak- 
link principle of construction that would collapse under 
certain predetermined forces would be another example 
of energy-absorbing construction. Many vehicles now 
have a steering wheel that will deform under pressure. 
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This is also energy-absorbing construction that removes 
a lethal hazard from the driver. 

A pop-out windshield is another device to remove a 
hard, dangerous surface from the path of flying bodies. 
It may also prevent a cut throat. 

Whiplash injuries of the neck are common results of 
being hit from behind. Sudden acceleration whips the 
head backwards, automatic correction is put into action 
by the body, and, because the sudden acceleration stops 
just as suddenly (becoming deceleration), overcorrec- 
tion occurs and the head and neck lash forward. This 
whip-like action sprains many necks. To raise the back 
of the seats to a level that would support the back of the 
head and neck would prevent most of these injuries for 
the acceleration would not start the body’s compensatory 
motion because the support of the back of the seat would 
substitute for the neck muscles support. For this reason. 
overcorrection would not occur and the whipping action 
would be so minimized that injury would be rare. 


J.A.M.A., Dee. 3, 1955 


SUMMARY 

The military services sustain an important loss in 
lives, hours, and dollars as a result of automobile acci- 
dents. Injuries usually result from specific causes. Rem- 
edies may be just as specific and simple. Reduce the high 
peaks of decelerative forces, enlarge the area that ab- 
sorbs these forces, and restrain the occupants of automo- 
biles so they do not fly around within or outside the car 
and a majority of the fatalities and injuries would never 
occur. Possible mechanisms to obtain these results are 
safety belts, a progressively disintegrating frame, and 
energy-absorbing construction of various lethal parts of 
the vehicle such as steering wheels, instrument panels, 
windshields, and seat backs. A shock-absorbing bumper, 
either hydraulic or collapsible, padded panels, and pop- 
out windshields are possible examples of such construc- 
tion. A high-backed seat would reduce materially the 
whiplash neck injuries. If properly packaged for sur- 
vival you can crash your car and live. 


INTRAVENOUS CHOLECYSTOCHOLANGIOGGRAPHY 


William H. Shehadi, M.D., New York 


Visualization of the biliary tract in the natural or 
intact :tate has been realized in three major stages, each 
a milestone of progress in this field. The first stage came 
with the well-known work of Graham and Cole ' in 
1924 and 1925, which resulted in visualization of the 
gallbladder. The second stage came about a quarter of 
a century later through the introduction of iopanoic acid 
(Telepaque). While investigating this compound as a 
cholecystographic medium, a high incidence of bile duct 
visualization was observed.’ With adequate gallbladder 
function, the cystic and common bile ducts are visualized 
in normalcy and the hepatic ducts by reflux.* This occurs 
in 70% of patients examined, or in about 85% of pa- 
tients whose gallbladders can be visualized. The inci- 
dence of duct visualization in the cholecystectomized 
patient is low and remains more or less unpredictable. 
The third stage came with the introduction of sodium 
iodipamide (Cholografin) in this country about two years 
ago’; it had been introduced in Europe about a year 
prior ® as Biligrafin. When injected intravenously, so- 
dium iodipamide provides a reliable, rapid, and safe 
medium for visualization of the entire biliary tract, as 
demonstrated by our experience in over 200 cases. 
Other investigators reporting on smaller or larger series, 
both in this country and abroad, have arrived at the 
same conclusion. 


From the New York Polyclinic Medical School and Hospital. 

Read in the Symposium on Newer Contrast Media for Visualization of 
the Biliary Passages, before the Section on Radiology at the 104th Annual 
Meeting of the American Medical Association, Atlantic City, June 8, 1955. 

1. Graham, E. A., and Cole, W. H.: Roentgenologic Examination of 
the Gallbladder: New Method Utilizing Intravenous Injection of Tetra- 
bromophenolphthalein, J. A. M. A. 82: 613-614 (Feb. 23) 1924. Graham. 

A., and others: Cholecystography: Oral Administration of Sodium 
Tetraiodopheno!phthalein, ibid. 85: 953-955 (Sept. 26) 1925. 

2. Shehadi, W. H.: Telepaque, a New Cholecystographic Medium with 
Improved Visualization of the Gallbladder and Visualization of the Bile 
Ducts, Am. J. Roentgenol. 68: 360-368 (Sept.) 1952. 

3. Shehadi, W. H.: Oral Cholangiography with Telepaque, Am. J. 
Roentgenol. 72: 436-451 (Sept.) 1954, 


SODIUM IODIPAMIDE 

Intravenously injected sodium iodipamide will pro- 
duce (1) visualization of the bile ducts in cholecystec- 
tomized patients and in patients whose gallbladders 
fail to be visualized after oral administration of a radio- 
paque material, due either to gallbladder disease or to 
faulty absorption because of disturbed function of the 
gastrointestinal tract and (2) visualization of the gall- 
bladder; often, when there has been failure of visualiza- 
tion after use of an orally administered radiopaque ma- 
terial. 

With six firmly bound iodine atoms in its molecule. 
sodium iodipamide readily opacifies the biliary tract as 
bile flows from the liver into the ducts. This is inde- 
pendent of the gallbladder’s ability to absorb water and 
concentrate its contents. It is the disodium salt of 
N,N’-adipyl-bis (3 amino-2,4,6-triiodobenzoic acid), 
with an empirical formula of C.,H,;2O,Nas, a molecular 
weight of 1182.35, and an iodine content of 64.32%. 
The structural formula is: 


I 

I I I I 
4 
COONa COONa 


This is a readily soluble crystalline substance, supplied in 
a 20 cc. ampul of a 20% solution, with a companion 
1 cc. test ampul. Optimal dose is 40 cc. 


PREPARATION AND INJECTION 


To prepare the patient for examination administration 
of castor oil the evening preceding the examination and 
withholding of fluids for 12 hours or more for dehydra- 
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tion purposes may be supplemented by use of neostig- 
mine (Prostigmin) at the time of the examination, if in- 
dicated. Failure to adequately prepare the patient may 
account for the apparent unsatisfactory results obtained 
by some workers. 

Despite the very low toxicity of sodium iodipamide, 
cose solution, ephedrine, and oxygen tanks, should be 
performed on all patients prior to its administration. The 
ocular test should not be performed. It is unreliable and 
not without danger to the eye in case of a severe reac- 
tion. However, positive sensitivity tests do not neces- 
sarily forecast or indicate the occurrence of side-reac- 
tions. With a known history of allergy or a strongly 
positive test we recommend premedication with diphen- 
hydramine (Benadryl) hydrochloride or chlorphenira- 
mine (Chlor-Trimeton) maleate. An emergency set, 
including a number of sterile syringes, needles, 5“ glu- 
cose solution, ephedrine, and oxygen tanks, should be 
available at all times. Warmed to body temperature, 
40 cc. of sodium iodipamide is injected slowly during a 
period of 10 minutes. The incidence and intensity of 


TABLE 1.—Side-Reactions in 200 Patients After Injection of 
Forty Cubic Centimeters of Sodium lodipamide 


Patients 


% Exams 
No ined 
4 20 
Allergic reaction with marked drop blood 


side-reactions can be increased with acceleration of the 
injection rate, and vice versa. The side-reactions so far 
encountered (table 1) have been easy to control. Any- 
one who has had experience with other intravenously 
injected contrast mediums, especially those used in urog- 
raphy, should have no hesitation whatever in using 
sodium iodipamide. Blood pressure as determined by 
measurements made before, during, and after examina- 
tion remains essentially unaltered. Minimal fluctua- 
tions have been noted in some cases but seem to be of 
no consequence. 


METHOD OF EXAMINATION 

The patient is placed in the supine position, with the 
left side elevated 15 to 30 degrees. Through greater 
comfort in this position, the patient will cooperate more 
freely. The ducts are equidistant from the anterior and 
posterior abdominal wall; therefore, no distortion oc- 
curs. Use of this position developed with our work on 
iopanoic acid and is equally applicable here." When pres- 
ent, the gallbladder will be at a higher level and heavier 
bile will flow more readily, giving a more intense duct 
shadow after a fat meal, especially of the cystic, which 
is better visualized with iopanoic acid than with sodium 
iodipamide. The success of the procedure, to a large 
measure, depends on careful attention paid to technique 
and detail. Every film should be inspected by the radiol- 
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Ogist as soon as it is developed, and the position and 
technique should be corrected and varied as indicated, in 
order to obtain optimal results. 


EXCRETION 

Sodium iodipamide is selectively excreted by the liver 
through the bile. In 90% of cases it appears in the ducts 
immediately after injection. In 10% of cases it is ex- 
creted entirely by the kidneys. Simultaneous hepatic and 
renal excretion occurs without evident liver disease and 
with satisfactory visualization of the biliary tract (fig. 1). 
The significance of this phenomenon cannot be evaluated 
at the present time. Further studies may prove enlighten- 
ing in this respect, as well as in evaluation of this method 
as a liver function test. After liver excretion sodium 
iodipamide is eliminated by the intestines with no evi- 
dence of reabsorption. 


VISUALIZATION OF THE BILIARY TRACT 


Prompt liver excretion results in visualization of the 
bile ducts as early as 10 minutes after completion of the 
injection. For a study of the ducts, films should be made 


A 


Fig. 1.—Simultaneous hepatic and renal (arrow) excretion. Early filling 
of normal gallbladder, with prompt response to a fat meal. Normal bile 
ducts. A, 10 minutes after injection; B, 60 minutes after injection; and 
C, 40 minutes after fat meal. 


at 10 minute intervals up to 60 minutes, with optimal 
visualization occurring at 30 to 40 minutes. The gall- 
bladder is often visuatized as early as 10 to 20 minutes 
after the injection but usually at about two to two and a 
half hours. Once filled, the gallbladder examination 
should be completed in the same manner as after oral 
cholecystography (fig. 1). 


4. (a) Berk, J. E.; Karnofsky, R. E.; Shay, H., and Stauffer, H. M.: 
Intravenous Cholecystography and Cholangiography: Report of Preliminary 
Observations, Am. J. M. Sc. 227: 361-371 (April) 1954. (b) Glenn, F.; 
Evans, J.; Hill, M., and McCtenahan, J.: Intravenous Cholangiography, 
Ann. Surg. 140: 600-614 (Oct.) 1954. (c) Orloff, T. L.; Sklaroff, D. M.; 
Cohn, E. M., and Gershon-Cohen, J.: Intravenous Choledochography with 
a New Contrast Medium, ‘‘Cholografin,” Radiology 62: 868-870 (June) 
1954. (d) Shehadi, W. H.: Cholografin: A New Intravenously Administered 
Contrast Medium for the Visualization of the Gallbladder and Bile Ducts, 
Am. J. Roentgenol., to be published. 

5. Frommhold, W.: Ein neuartiges Kontrastmittel fiir die intravenose 
Cholezystographie, Fortschr. Geb. Rontgenstrahlen 79: 283-291 (Sept.) 
1953. Gaebel, E., and Teschendorf, W.: Darstellung der Gallenwege mit 
Biligrafin (Unblutige Cholengiographie), ROntgen Blatter 6: 162-170, 1953. 
Hornykiewytsch, T., and Stender, H. S.: Intravenose Cholangiographie, 
Fortschr. Geb. ROntgenstrahlen 79: 292-309 (Sept.) 1953. Milanes, F., and 
others: Colecisto-colangiografia con la Biligrafina intravenosa: Valoracion 
clinica, Arch. hosp. Univ., Havana, Cuba 6: 13-28 (Jan.-Feb.) 1954. 
Piischel, C.: Uber klinische und réntgenologische Erfahrungen mit dem 
neuen iv Gallekontrastmittel “‘Biligrafin,’’ Deutsche med. Wehnschr. 78: 
1327-1329 (Sept.) 1953. Stieve, F. E.: Beobachtungen bei Cholezysto- 
graphien mit Biligrafin und die sich daraus ergebenden diagnostischen 
Folgerungen, Fortschr. Geb. ROntgenstrahlen 81: 735-748 (Dec.) 1954. 
Teschendorf, W.: Personal communication to the author. 
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Not infrequently, an area of decreased density is seen 
in the center of the gallbladder (fig. 2). This is due to 
slow or delayed mixing of the inflowing sodium iodipa- 
mide that, with the bile, is already present in the gall- 


Fig. 2.—A, almost complete impaction of cholesterol calculus at in- 
fundibulum (arrow 1). Area of decreased radiance in gallbladder (arrow 
2) represents poor admixture, with sodium iodipamide surrounding bile. 
This later disappears. B, after fat meal calculus had dropped to bottom 
of fundus, 


bladder. At times (table 2) the gallbladder failed to 
visualize with an orally given radiopaque material but 
was well visualized with sodium iodipamide. In some 
cases one or more calculi were found, while in the others 


TABLE 2.—Observation of Eighty-One Patients Examined Both 
with lopanoic Acid and Sodium lodipamide, with 
Operative Follow-Up 


No. of Patients 


Total cases with gallbladder visualization.......... 37 
Gallbladder visualized with iopanoie acid and 
Normal roentgen findings—not operated on. 5 
Poor to adequate visualization with calculi 
present—diagnosis of chronic cholecystitis, 
WILD) OF WITDOUE CRICUN 18 
Gallbladder visualized with sodium iodipamide... 1Y 
Normal roentgen findings—not operated on. 8 
Faint to adequate visualization with caleuli 
present—diagnosis of echronie cholecystitis, 
24 
Gallbladder not visualized with either iopanoie acid 
Diagnosis of chronie with o7 
without exacerbation and with or without 


I] 81 patients there was hepatie excretion with good 
visualization of normal bile duet 


the gallbladder was apparently normal. One may pre- 
sume that transitory impaction of a calculus at the am- 
pulla of the gallbladder may have occurred in some in- 
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stances (fig. 2); however, this explanation does not 
seem tenable in the absence of calculi. Other causes are 
still to be found. In a cholecystectomized patient the 
examination should be completed in one hour; however, 
when there is partial obstruction at the distal end of the 
common bile duct a longer time may be needed because 
of accumulation of the inspissated bile (fig. 3). In the 
presence of obstructive jaundice the bile ducts can not 
be visualized. 


ANATOMIC AND PHYSIOLOGICAL CONSIDERATIONS 


In order to adequately evaluate pathological changes 
a basic knowledge of the normal anatomy and physiology 
is imperative. We were confronted with this very prob- 
lem in our initial work on iopanoic acid.° Consistent duct 
visualization was obtained, but there was no base line 
to fall back on. Duct measurements of the anatomic 
specimen in the cadaver and in the operating room dur- 
ing laparotomy were misleading because of the variety of 
abnormal factors involved, as compared with the abso- 
lute normal in the intact subject. After administration 
of iopanoic acid, duct n.easurements were made on the 
roentgenograms of several hundred normal subjects, with 
correction for distortion due to distance, whose gall- 
bladders demonstrated normal function, who were en- 
tirely asymptomatic, and who had received no medica- 
tion other than the iopanoic acid. 

The hepatic and common bile ducts are practically 
of equal caliber and measure 0.5-0.6 cm. in diameter.‘ 
A 0.1-0.2 cm. measurement is often obtained during a 
phase of relaxation of the sphincter of Oddi, with rapid 
passage of the opacified bile into the duodenum. The 


Fig. 3.—Roentgenogram made 60 minutes after injection showing 
marked dilatation of common and hepatic duct. Note funnel-shaped 
distal end of common bile ducts. Cholecystectomy had been done five 
years prior. 


tortuous cystic duct measures 0.2-0.3 cm. in diameter. 
These findings have been corroborated by subsequent 
sodium iodipamide studies.*' Any departure from these 
measurements, if constant, is to be regarded as abnormal 
and should lead to a search for the cause. Our recent 


* 
St 
4 
» 
‘ 
i? 
ie 
* 
git 
te 


Vol. 159, No. 14 


studies reveal the following causes: calculi in the ducts, 
strictures, stenosis of the sphincter of Oddi, growth of 
intrinsic tumors, or pressure from extrinsic masses. 

It may seem premature to voice a definitive opinion, 
but our studies so far do not warrant the contention that 
compensatory functional dilatation of the main bile ducts 
takes piace after cholecystectomy. When such dilatation 
occurs, in the absence of calculi, adhesions, or tumors, it 
is usually caused by stricture of the duct or stenosis at the 
sphincter of Oddi. It is felt at this time that further 
studies will warrant an impression so far gained, and 


Fig. 4.—Variety of calculi in common bile duct, proved at operation. 
A, multiple bile pigment calculi and dilated duct. Cholecystectomy had 
been done eight years prior. B, multipte cholesterol calculi, with one 
calculus impacted at distal end of common bile duct (arrow 1), and 
dilatation of both hepatic and common bile ducts. Cholecystectomy had 
been done four years prior. C, large cholesterol calculus, with calcium 
Ting at distal end of diluted common duct. Gallbladder in situ 


proved, in many cases that often the so-called postchole- 
cystectomy syndrome is a late recognition of preexisting, 
most probably gradually progressing, conditions ante- 
dating the cholecystectomy, whether or not the gall- 
bladder was diseased at the time of the operation. 
Intravenous cholangiography will reveal a number of 
pathological conditions with dilatation. The most fre- 
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quent type of dilatation of the extra hepatic bile ducts is 
due to stenosis of the sphincter of Oddi (fig. 3). In this 
condition, the distal portion of the common bile duct is 
more or less funnel-shaped, with accompanying uniform 
proximal dilatation, whereas compression by tumor 
masses will result in corresponding deformity and, at 
times, irregular dilatation. Calculi are obvious by the 
shadow or filling defects they produce (fig. 4). In addi- 
tion to the above, this method of examination has re- 
vealed a number of anatomic variations, the preoperative 
recognition of which is of great importance to the sur- 
geon. Residual stump of the cystic duct, with or with- 
out calculi, and so-called reformed gallbladders have 
also been observed in our series. 


SUMMARY 


A new and sate method for rapid visualization of the 
biliary tract is now available. Use of sodium iodipamide 
(Cholografin) is indicated (1) in patients who have had 
prior cholecystectomy, (2) when the gallbladder fails 
to visualize after administration of an orally given radio- 
paque material, (3) when patients are unable to retain 
or absorb orally administered medicament because of 
disturbed function or disease of the gastrointestinal tract, 
and (4) when prompt evaluation of the biliary tract is 
required in the differential diagnosis of acute conditions, 
especially when surgery is considered. Contraindications 
to its use are obstructive jaundice and severe liver and 
kidney damage. With a history of allergy or sensitivity 
to iodine and to intravenously administered iodine-con- 
taining mediums, sodium iodipamide may be safely ad- 
ministered after premedication with diphenhydramine 
(Benadryl) hydrochloride or chlorpheniramine (Chlor- 
Trimeton) maleate. In addition, oxygen, 5% glucose 
solution, and ephedrine should always be available for 
instant use when needed. 
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INTRAVENOUS CHOLANGIOGRAPHY IN THE POSTCHOLECYSTECTOMY 
SYNDROME 


John L. McClenahan, M.D., John A. Evans, M.D. 


Paul W. Braunstein, M.D., New York 


Because of its ability to demonstrate the bile ducts 
when the gallbladder has been resected or has ceased 
to function, sodium iodipamide (Cholografin) offered 
immediate promise in the examination of patients with 
digestive complaints persisting after cholecystectomy. 
In recent months we have examined 121 individua's 
with the varied symptoms of the postcholecystectomy 
syndrome, and we present in this paper our analysis of 
their intravenous cholangiograms. We offer, in addi- 
tion, our observations in a control series of 46 patients 
who reported themselves free of symptoms after chole- 
cystectomy. 

The postcholecystectomy syndrome is a familiar and 
discouraging disorder characterized by abdominal pain, 
nausea, and intolerance to certain foods, continuing un- 


abated after cholecystectomy. Its very name is am- 
biguous in its implication that the operation has caused 
symptoms, when, in fact, it has simply failed to relieve 
them; for this reason we prefer Best’s ' more accurate 
term, “the recurrent biliary tract syndrome.” Causes for 
the complaint may be mechanical irritation or obstruc- 
tion of the common bile duct because of stone or cystic 
duct remnant or functional spasm and incoordination 


From the departments of radiology and surgery, the New York Hos- 
pital-Cornell Medical Center. 

Read in the Symposium on Newer Contrast Media for Visualization of 
the Biliary Passages, before the Section on Radiology at the 104th Annual 
Meeting of the American Medical Association, Atlantic City, June 8, 1955. 

The sodium iodipamide used in this study was supplied as Cholografin 
by E. R. Squibb & Sons, New York. 

1. Best, R. R.: Remaining Common Duct Stones and the Recurrent 
Biliary Tract Syndrome, editorial, A. M. A. Arch. Surg. 66: 581 (May) 
1953. 
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(biliary dyskinesia) of the sphincter of Oddi. In the 
numerous reports on the subject may be found one point 
of general agreement—the importance of cholelithiasis 
in the initial preoperative diagnosis. Cole and Grove ° 
estimate, for example, that cholecystectomy will relieve 
the symptoms in 95 of 100 patients if there are stones in 
the gallbladder but will perhaps benefit only 60% of 
those with noncalculous disease. 

Until recently operative cholangiography has been the 
only reliable method of outlining the bile ducts after 
cholecystectomy, and with supplemental information 
from the laboratory we have been taught what we know 
of the pathology of the bile ducts and physiology of the 
choledochal sphincter. Oral cholangiography has some- 
times been successful when the gallbladder is present 
and functioning ® but is unpredictable after cholecyst- 
ectoiny. It is in just this situation that intravenous 
cholangiography gives its most rewarding results.° 


PROCEDURE 

The properties of sodium iodipamide have been fre- 
quen‘ly described ° and need not be reviewed here. It 
is important that the medium should be injected slowly 
and the patient be as free as possible from jaundice and 
from drug idiosyncrasies. We have usually given the fuil 
dose of 40 cc. of the 20% solution, and as a rule we have 
not given camphorated opium tincture (paregoric) or 
any other opiate before examination. Our series of 12! 
patients with the postcholecystectomy syndrome in- 
cluded 100 women and 21 men, whose ages extended 
from 23 to 79 years. The common bile duct was ade- 
quately shown in 87% of the group. Three severe reac- 
tions occurred, presenting the picture of shock, with 
vomiting, abdominal pain, profuse perspiration, and 
ashen complexion. More mild reactions were observed 
in 25 other individuals who became nauseated, flushed, 
and who occasionally vomited. In every case the reac- 
tion subsided spontaneously or after administration of 
an orally given antihistamine. We found preliminary 
skin testing of little value in predicting a toxic systemic 
reaction to the drug. 

In a clinical report to follow, the symptoms of 
our patients will be presented in detail and related to 
operative findings and cholangiograms. Every individual 
complained of upper abdominal pain. In man, the pain 


2. Cole, W. H., and Grove, W. J.: Persistence of Symptoms Following 
Cholecystectomy with Special Reference to Anomalies of the Ampulla of 
Vater, Ann. Surg. 136: 73 (July) 1982. 

3. (a) Weingarten, M.: Calculi in a Dilated Stump of the Cystic Duct: 
Preoperative Visualization, J. A. M. A. 145: 157 (Jan. 20) 1953. (b) 
Shehadi, W. H.: Oral Cholangiography with Telepaque, Am. J. Roent- 
genol. 72: 436 (Sept.) 1954. (c) Twiss, J. R.; Berenbaum, S. A.; Gillette, 
L., and Poppel, M. H.: Post-Cholecystectomy Oral Cholangiography: 
A Preliminary Report, Am. J. M. Sc. 227: 372 (April) 1954. 
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raphy in the Diagnosis of Diseases of the Main Bile Ducts, abstracted, 
Am. J. Roentgenol. 73: 158 (Jan.) 1955. Cohn, E. M.; Orloff, T. L.; 
Sklaroff, D. M., and Gershon-Cohen, J.: The Use of Cholografin in the 
Postcholecystectomy Syndrome, Ann. Int. Med. 42:59 (Jan.) 1955. 
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J. E.; Karnofsky, R. E.; Shay, H., and Stauffer, H. M.: Intravenous 
Cholecystography and Cholangiography: Report of Preliminary Observa- 
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600 (Oct.) 1954, 
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Common Bile Duct, Surg., Gynec. & Obst. 62: 191 (Feb.) 1936. 
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radiated to the back. Some patients reported episodes 
of jaundice and tever. In order to simplify our statistics 
we have attributed symptoms to a single cause when 
more than one abnormality existed in any one patient. 
To avoid exaggerating the part played by the biliary 
tract we have, when the choice existed, ascribed symp- 
toms to lesions outside the bile ducts. 
CLINICAL FINDINGS 
Extrahepatic Disease-—The complaints of 26 pa- 
tients (21.5 ) could reasonably be accounted for by 
concurrent extrahepatic disease. These are listed in 
table 1 and include duodenal ulcer (7 cases), chronic 
and recurrent pancreatitis (7 cases), hiatus hernia (2 
cases), and 10 miscellaneous ailments. In this entire 
group the common bile ducts of 4 patients failed to be 
visualized, in 11 they were dilated, and in 11 they were 


TABLE 1.—Summary of Findings in 121 Patients* with 
Postcholecystectomy Syndrome 
Patients 
Common bile ducts visualized................... 105 86.8 
Known extrahepatic 26 21.5 
Duodenal ulcer. 
Known parenchymal 8.3 
Cirrhosis 
Hepatitis .............. 
Tumor 


Major duct abnormalities..................... 40 33.0 
Cystic duct remnants.. 
_Strietures and adhesions 

Stones 


No duct visualization (pormal liver)............ 1 0.8 
MO 15 12.4 


* 100 women, 21 men. 


of normal diameter. Our results were inconclusive as 
regards pancreatitis—the common bile ducts were of 
normal diameter in three patients, dilated in two, and 
invisible in two. In none of the patients with pancreatitis 
did we observe any characteristic tapering, constriction, 
or displacement of the lower end of the common bile 
duct. 

Disease of the Liver Parenchyma.—Ten individuals 
(8.3% ) presented clinical and laboratory evidence of 
liver damage. These, as summarized in table 1, included 
five cases of cirrhosis, two of hepatitis, and one each of 
tumor, polycystic disease, and unknown hepatocellular 
disease. In only 3 of these 10 patients could the common 
bile duct be identified. 

Lesions of the Major Bile Ducts.—Mechanical de- 
fects capable of irritating or obstructing the bile ducts 
were demonstrated in 40 patients (33% ) and are listed 
in table 1. The most common lesion was a persistent 
cystic duct stump (fig. 1), which was shown in 20 in- 
dividuals (16.5%). This is a significant figure if one 
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accepts the evidence of Beye,’ Gray and Sharpe.’ and 
Garlock and Hurwitt > that these remnants cause symp- 
toms by virtue of chronic inflammation and calculus 
formation induced in a blind sac. In four individuals the 
stumps contained calculi, and in one the stump con- 
tracted as a gallbladder might do after a fat meal. The 


Fig. 1.—Roentgenogram made 30 minutes after injection of sodium 
iodipamide. A cholecystectomy had been performed 15 years previously, 
but the patient continued to complain of intermittent epigastric pain and 
vomiting. Note the long cystic duct remnant (arrow) lying close to the 
common bile duct. The valves of Heister are clearly visible. 


cystic duct remnant often followed an unusual course, 
lying parallel with the common bile duct or crossing it 
to insert on its medial wall. In nine patients (7.4% ) we 
demonstrated marked angulation, distortion, or stricture 
of the common bile duct (fig. 2). 

In a total of 11 patients (9.1% ) calculi were lodged 
in the extrahepatic ducts. Ten of these calculi could be 
seen on the cholangiograms (fig. 3); one could not be 
seen because of inadequate duct opacification. In seven 
instances the stones were in the common bile duct; in 
the four cases previously cited they were lying in the 
cystic duct stump. Eight patients with choledocholithiasis 
were not jaundiced; in two there was borderline eleva- 
tion of the serum bilirubin level and in one faint 
scleral icterus at the time of examination. Seven of these 
11 patients have been operated on and their stones re- 
moved; 4 have not yet been explored. We have found 
body-section roentgenography an indispensable adjunct 
to conventional projections, and we use it almost rou- 
tinely. 

Dilatation of the Common Bile Duct.—Dimensions of 
the common bile duct vary considerably when measured 
roentgenographically. This is not unusual if one recalls 
that the ducts have been measured when distended under 
pressure during operative cholangiography “ or during 
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oral cholangiography when their diameters were modi- 
fied by a functioning, distensidle gallbladder.’" We have 
arbitrarily set 7 mm. as the upper limit of normal com- 
mon bile duct diameter, measuring it on a_postero- 
anterior projection, employing a 40 in. target-film dis- 
tance. We refer to any duct larger than 7 mm. in maxi- 
mum diameter as dilated. | 

Marked dilatation was noted in 9 of the 1G common 
bile ducts in which stones were demonstrated, the aver- 
age diameter in this group being 15 mm. and the max}- 
mum diameter 25 mm. (table 2). There was less 
dilatation associated with persistent cystic duct stump, 
stricture, and adhesion—the average diameter in this 
category being 9 mm. In 29 individuals (24% ), a group 
presumably including patients with fibrosis or reflex 
spasm of the sphincter of Oddi, the only recorded ab- 
normality was dilatation of the common bile duct (table 
2). We could detect no constant relationship between 
the size of the common bile duct and the time that had 
elapsed since cholecystectomy. 

It should be possible, in theory at least, to deduce the 
degree of bile stasis resulting from spasm or fibrosis ot 
the choledochal sphincter by determining how soon after 
injection sodium iodipamide appears in the duodenum. 
This is a tantalizing figure. It is also unreliable for a 
number of reasons, chief of which is the languid sense 


Fig. 2—Common bile duct stricture. Roentgenogram demonstrating a 
Slightly dilated common hepatic duct and an abrupt stenosis of the com- 
mon bile duct (arrow) at the point where the cystic duct would normally 
enter it. The patient was a 36-year-old housewife, troubled by episodes 
of right upper quadrant pain, fever, and jaundice since cholecystectomy 
10 vears before. 


7. Gray, H. K., and Sharpe, W. S.: Biliary Dyskinesia: The Role 
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8. Garlock, J. H., and Hurwitt, E. S.: The Cystic Duct Stump Syn- 
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9. Kantor, H. G.; Evans, J. A., and Glenn, F.: Cholangiography: A 
Critical Analysis, A. M. A. Arch. Surg. 70: 237 (Feb.) 1955. 


<P 
wre ‘ 
& 
59 


1356 CHOLANGIOGRAPHY—McCLENAHAN ET AL, 
of time of the average technician when it comes to taking 
and marking films at precise intervals. An added diffi- 
culty is that of positively identifying a contrast agent in 
a duodenum partially obscured by the colon, the kid- 
ney, and the common bile duct itself. 

Normal Common Bile Ducts.—In 15 patients with 
postcholecystectomy symptoms the common bile duct 
was of normal diameter and in every other way roent- 
genographically normal. In one obese individual without 
any evidence of hepatic insufficiency we were unable to 
demonstrate any common bile duct at all, probably for 
technical reasons. 


CONTROL SERIES OF ASYMPTOMATIC PATIENTS 


Forty-six patients (42 women and 4 men) from the 
follow-up surgical clinic who reported themselves free 
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of any digestive symptoms after cholecystectomy agreed 
to have intravenous cholangiograms taken. The com- 
mon bile ducts of 44 of these 46 were outlined (95.6% ). 
Every type of duct lesion, including stones, that had been 
observed in patients with the postcholecystectomy syn- 
drome was demonstrated in the control series (table 3). 
In terms of percentage, the incidence of duct disorders 
was almost identical in both series, and, though they 
were often small, cystic duct remnants were seen almost 
twice as frequently in the control group-——28.3% as 
against 16.5%. Stones in the common bile duct were 
demonstrated in two asymptomatic patients. In one, a 
solitary stone was lodged at the junction of the right and 
left hepatic duct; in the other (fig. 4), the common bile 
duct was filled with faceted stones. 


TABLE 2.—Dimensions of Major Bile Ducts 


Ducts less than & mmm. in diameter........... 


Mean common duct diameter 


Patients with Asymptomatie Control 
tien 


Symptoms utie 
121 46 
105 (87.0%) (95.6%) 
mm. mm. 
38 (31.5%) 17 (36.9%) 
67 (55.5%) 27 (58.7%) 
(24.0%) 19 (40.4%) 
9 
1 mim. 14 mm. 
18 
9 min. 8 mim 
1 
mm. 13 mm. 


In both groups of patients the mean diameter of the 


common bile duct was the same—9 mm. (table 2). In 
both series stones in the common bile duct produced 
the most dilatation, and, in approximately 60% of symp- 
tom-free patients, the common bile duct was 8 mm. or 
more in diameter (fig. 5). There was a slight difference 
in the time required for the contrast agent to reach the 
duodenum (table 4). In 72% of the patients with post- 
cholecystectomy symptoms sodium iodipamide could be 
identified in the duodenum within 30 minutes or less. 
In the control series this figure was 53%. The limita- 


TaBLe 3.—Comparison of Lesions of Major Bile Ducts in 
Patients with Symptoms and Asymptomatic Control Patients 


Asymp- 
Patients tomatic 
with Control 


Symptoms Patients 


No 
No. Of patients........... 12] 4} 
Ducts visualized........... Lawkbabetai 105 87.0 44 95.6 
Total duct abnormalities....... 1) 33.0 16 34.5 
Cystic duct 16.5 13 28.3 
Strietures and 7.4 ] 


tions of these statistics have already been described, but 
they do not suggest that any conspicuous stasis of bile 
occurs in the recurrent biliary tract syndrome. 


Fig. 3.—Roentgenogram, 20 minutes after injection of sodium iodipa- 
mide, showing a single triangular stone lodged in a dilated common bile 
duct. The patient was a 53-year-old housewife admitted to the hospital 
with clinical and electrocardiographic signs of coronary occlusion. Eight 
days later she began to vomit and complain of abdominal pain, and an 
intravenous cholangiogram was requested. The calculus was surgically 
removed, and she has since been well except for chronic coronary heart 
disease. 


COMMENT 


The “silent” gallstone has been the subject of lively 
debate among clinicians.'’ Our results indicate that a 


10. Robertson, 
(Nov.) 1945. 


H. E.: Silent Gallstones, Gastroenterology S: 345 


Stricture and adhesion...... 195 
Mean common duct diameter...... 
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stone may lie as silently in the common bile duct as in 
the gallbladder, a fact often presumed to be true.!! The 
persistent cystic duct stump, always incriminated when 
found to be inflamed at operation, may also remain 
silent. In fact it often appears to do so. 


Fig. 4.—Tomogram showing silent stones in the common duct. The 
patient, a 40-year-old woman, had a cholecystectomy in 1952. She has 
since had no digestive complaints but was asked to have an intravenous 
cholangiogram as a postcholecystectomy control. Note the slightly dilated 
common bile duct, filled with faceted stones, and the wide, pendulous 
cystic duct stump. 


In his experiments with dogs Oddi '* observed that 
the common bile ducts of some mammals dilate after 
cholecystectomy. In 1926 Counseller and MclIndoe,‘* 
using a celloidin-corrosion technique, reconstructed the 
biliary trees of 26 human subjects at autopsy. They 
found that when the liver and gallbladder were normal 
the diameter of the common bile duct did not exceed 


TaBLeE 4.—Time Required for Contrast Agent to Reach 


Duodenum 
Asymp- 
Patients tomatie 
ith Control 
Symptoms Patients 
No. % No. % 
No. of biliary duets demonstrated........... 105 44 
{n duodenum 
Not in duodenuin in more than 60 min...... 5 5.0 5 11.0 


Examination prematurely discontinued...... 2 20 3 7.0 


5 mm. but that there was constant dilatation of the 
common bile duct immediately after cholecystectomy 
in subjects whose gallbladders contained unsuspected 
stones. They found liver atrophy and diffuse duct 
dilatation (hydrohepatosis) associated with choledochal 
obstruction of even a moderate degree. The intravenous 
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cholangiograms we have described showed almost con- 
stant common bile duct dilatation after cholecystectomy. 
both in patients with and without symptoms. Whatever 
may b> the mechanics involved—anatomic, hydraulic. 
or neurological—it seems likely that dilatation of the 
human common bile duct usually results when disease or 
surgical resection deprives it of a concentrating and dis- 
tensible reservoir in the gallbladder. 

We have shed little light on the problem of biliary 
dyskinesia and cannot offer any evidence of increased 
bile stasis in the common duct when patients with symp- 
toms are compared with symptom-free controls. It may 
be that detailed measurements of the common bile duct 
and sphincter of Oddi would have shown a different reac- 
tion to antispasmodic drugs in the two groups. 


SUMMARY 


A series of intravenous cholangiograms of 121 pa- 
tients, with pain and indigestion persisting after chole- 
cystectomy, has been compared with a control series of 
46 patients who were free of symptoms after the same 
operation. Common bile duct abnormalities were dem- 
onstrated in 33% of the patients with symptoms. These 
included cystic duct remnants (16.5% ), calculi (9.1%), 
and adhesive bands and strictures (7.4% ). Disorders of 
the common bile duct were demonstrated in 16 members 
of the control series (34.8% ). These included cystic 
duct remnants (28.3% ), calculi (4.3% ), and adhesive 
bands and strictures (2.2% ). 

In both series the mean common bile duct diameter 
was 9 mm. and the greatest amount of common bile duct 
dilatation was caused by calculi. No significant bile stasis 
was shown in patients with postcholecystectomy symp- 
toms; in these sodium iodipamide (Cholografin) ap- 


8 


@ 


40r 
ASYMPTOMATIC (CONTROL) 
20 o—o POST CHOLECYSTECTOMY 
SYNDROME 


MULATIVE PERCENTAGE OF PATIENTS 


B 4 6 8 10 4 14 16 18 20 22 
DUCT DIAMETER IN MILLIMETERS 
Fig. 5.—Chart of cumulative percentages showing the frequency with 


which ducts of specific size were demonstrated in symptomatic and contro 
patients. 


peared to reach the duodenum slightly earlier than in 
patients of the control group. Intravenous cholangiog- 
raphy is an efficient method of demonstrating possible 
causes of recurrent symptoms after cholecystectomy, but 
reasonable doubt may exist that the procedure has shown 
the actual cause of the patient’s complaints. It is no sub- 
stitute for sound clinical judgment. 


§25 E. 68th St. (Dr. McClenahan). 
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ORAL CHOLECYSTOGGRAPHY WITH IOPANOIC ACID (TELEPAQUE) 


Lawrence Reynolds, M.D. 


Harold Fulton, M.D., Detroit 


Since the introduction of iopanoic acid (Telepaque ) 
in 1951, extensive clinical application has demonstrated 
that this medium represents an ideal cholecystographic 
agent.' lopanoic acid [-(3-amino-2, 4, 6-triiodophenyl)- 
a-ethylpropionic acid] contains 66.68 iodine. This 
triiodide is readily absorbed by the small intestine and ts 
excreted in the bile within two hours after oral adminis- 
tration. Maximum concentration in the gallbladder oc- 
curs at from 10 to 12 hours. lopanoie acid is excreted 
mainly through the intestinal tract; elimination is rapid 
and complete within 48 hours. Toxic reactions to the 
medium are rare, and side-effects are minimal. In addi- 
tion to providing visualization of the gallbladder, in a 
significant percentage of examinations the bile ducts, 
particularly the cystic and common ducts, are outlined.’ 

The accuracy of cholecystography in detecting the 
presence of gallbladder disease and cholelithiasis has 
been estimated at 99% .° This high degree 0. diagnostic 
reliability has made cholecystography one of the most 
accurate of roentgen tests. To fully exploit the diagnos- 
tic potentiality of a cholecystographic medium such as 
iopanoic acid, certain details of technique must be fol- 
lowed. To illustrate various features of cholecystography 
with iopanoic acid, the results in our series of 1,000 
consecutive cholecystographic examinations are inter- 
spersed with our discussion. 


DOSAGE 


The manutacturers of iopanoic acid recommend a 
dose of 3 gm. for the average patient and 2 gm. for those 
patients “of thin or normal build, weighing less than 150 
pounds. .. . If visualization of extrahepatic ducts is espe- 
cially indicated, from five to six grams are recom- 
mended.” Of the 910 (91% ) patients in our series with 
visualized gallbladders, the orally given dose of iopanoic 
acid varied from 2 to 8 gm., depending on the patient's 
body weight. The mean dose was 3.47 gm. The chole- 
cystographic density in each instance was tabulated as 


Read in the Symposium on Newer Contrast Media for Visuaization 
of the Biliary Passages, before the Section on Radiology at the 104th 
Annual Meeting of the American Medical Association, Atlantic City, 
June 8, 1955. 
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poor, fair, good, or excellent (table 1). The relative 
distribution of the degree of cholecystographic density 
in this series of patients is in accord with published ob- 
servations. 

With the dosage of iopanoic acid even as high as 8 gm , 
no severe reactions occurred, and the unabsorbed con- 
trast medium in the intestine never seriously interfered 
with cholecystography. In fact, the presence of iopanoic 
acid in the large intestine is positive evidence that the 
medium was ingested and had traversed the smail in- 
testine. It is questionable, however, if doses of iopanoic 
acid exceeding 3 gm. are necessary for accurate chole- 
cystography. Many authors, particularly Christensen 
and Sosman '" and Whitehouse,*” believe that 2 gm. Is 
sufficient for cholecystography in the average patient. 
Two personal observations support this idea. First, in 
90 cases of nonvisualized gallbladders in the series of 
1,000 examinations, a repeat cholecystography was done. 
usually employing a double dose of the contrast medium. 
In only four instances (4.4% ) was the gallbladder vis- 
ualized with the larger amount of iopanoic acid. In all 
of these four cases cholecystographic density on the 
second examination was poor. Therefore, in over 95% 
of those patients with nonvisualized gallbladders the 
smaller dose of iopanoic acid was adequate, and in 
100% it allowed accurate prediction of severe gall- 
bladder disease. Second, repeat study was done with 
smaller doses (1 or 2 gm.) in several patients in whom 
cholecystography with 2 or 3 gm. of iopanoic acid 
yielded excellent cholecystographic density. In all in- 
stances, excellent or good cholecystographic density re- 
sulted (fig. 1). 

Although bile duct demonstration in oral cholecystog- 
raphy is directly dependent upon the degree of gall- 
bladder opacification (table 2), it appears to be rela- 
tively independent of the orally given dose (table 3). 
The advisability of routinely employing doses of iopanoic 
acid greater than 3 gm. to enhance bile duct visualiza- 
tion is doubtful. 

TECHNIQUE 

The routine technique employed with the earlier orally 
given cholecystographic mediums has been applied to 
cholecystography with iopanoic acid. Although clinical 
results have proved satisfactory, it is noteworthy that, 
while the maximum concentration of iopanoic acid in 
the gallbladder occurs 10 to 12 hours after oral admin- 
istration, sufficient medium for diagnostic purposes may 
be present '° 4 to 6 hours after oral administration. This 
fact can have useful clinical application, particularly in 
these days of rapid roentgenologic surveys. 

Postcibum roentgenograms exposed after the standard 
fat meal or special liquid meal '' (an 8 oz. glass of egg- 
nog containing the yolks of two eggs and 2 oz. of cream) 
are of particular significance in cholecystography with 
iopanoic acid. Bile ducts (cystic duct, common bile 
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duct, and common hepatic ducts) are opacified in 
percentage of cholecystograms ranging from 50 '" to 
91%." In our series the bile ducts were satisfactorily 
outlined in 58% of the cases in which the gallbladder 
was visualized. In these instances a single exposure 
was made approximately 20 minutes after ingestion of 


Fig. 1.—Cholecystograms of a 126 Ib. (57.2 kg.) individual taken at 
monthly intervals, employing 3, 2, and 1 gm. of iopanoic acid respectively. 
Cholecystographic density is the same with each oral dose. 


a standard fat meal. If additional postcibum roentgeno- 
grams had been exposed at 5 to 10 minute intervals in 
serial fashion, the percentage of bile duct visualization 
would undoubtedly have been increased. In none of the 
534 patients in whom the bile ducts were demonstrated 


1.—Cholecystographic Density in 910 Patients 


No 
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was there evidence of common duct stone or stenosis. 
In three cases in which the gallbladder was not visualized, 
a dilated common duct was shown, and in one of these 
ducts a solitary radiolucent calculus was delineated. 
Shehadi *” has stated, “In the present state of our 
knowledge we are justified in considering visualization of 
the hepatic duct as evidence of obstruction at a point 
distal to the hepatic duct. This may be temporary when 
spasm of the sphincter of Oddi occurs and the caliber of 
the hepatic duct remains normal.” Visualization of the 
common hepatic duct, usually its distal | to 2 cm., was 


Taste 2.—Relation of Bile Duct Visualization to 
Cholecystographic Density 
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accomplished in 42 of our patients in whom the com- 
mon bile duct was also visualized. In none of these cases 
was the diameter of the common bile duct greater than 
7 mm.; at least one-half of the ducts were 3 mm. or less 
in diameter. It therefore appears that hepatic duct 
visualization 1s to be expected in a significant percentage 
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of patients without evidence of organic obstruction of 
the common bile duct. 

That exhibition of certain drugs such as morphine and 
neostigmine (Prostigmin) will enhance bile duct visual- 
ization during cholecystography by the mechanism of 
increase in sphincter (Oddi’s) tone is well known. This 

TaBLe 3.—Relation of Bile Duct Visualization to 
Dose of lopanoic Acid 
Duct 


Visual 
Dose, ization, 


method of producing bile duct opacification during oral 
cholecystography with iodoalphionic acid (Priodax )” 
has beea employed, but it is probably an unnecessary 
maneuver in cholecystography with iopanoic acid. 
ROENTGENOLOGIC FACTORS 
Cholecystography demands exacting roentgenologic 
technique. With modern roentgenographic equipment, 
exposures can be made at 0.1 to 0.3 second, at 200 to 
400 ma., and with 70 to 80 kv. This kilovoltage range 
is important in the preservation of proper contrast be- 
tween the opacified gallbladder and calculi or polyps. 
High kilovoltage studies (90-115 kv.) have, in our ex- 


Fig. 2.—Routine cholecystogram showing excellent cholecystographic 
density, with no calculus visible. 


perience, proved inferior to the lower kilovoltage 
method, insofar as calculus detection is concerned. 
Routine roentgenograms (posteroanterior prone and 
oblique prone or supine) should be supplemented either 
by an upright or lateral decubitus exposure, the latter to 
detect small floating calculi or fundic sand. An initial 
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exposure should be made on film of sufficient size to 
detect gallbladders of unusual or abnormal position; 
other exposures should be carefully “coned down” to in- 
sure maximum detail. It has been suggested that the high 
degree of opacification of the gallbladder frequently en- 
countered in cholecystography with iopanoic acid may 


Fig. 3.—Spot pressure roentgenogram demonstrating multiple small 
opaque calculi. 


actually preclude on occasions roentgenographic demon- 
stration of small calculi. Two techniques may obviate 
this possible source of cholecystographic error—spot- 
filming and body section roentgenography. 

The density of the filled gallbladder obtained in chole- 
cystography with iopanoic acid allows satisfactory visual- 
ization by fluoroscopy. The gallbladder can thus be pal- 
pated, displaced, and, more important, compressed 
under roentgenoscopic guidance, and film records can 
be made by the spot-film technique. Lubert and Krause * 
describe this technique in detail and mention a clear 
space just lateral to the lumbar spine, overlying the apex 
of the*right psoas muscle, where both the colon and de- 
scending duodenum are usually avoided and the pres- 
sure on the gallbladder is most effective. Spot-filming 
of the gallbladder in preference to roentgenograms with 
the patient in the upright or decubitus position (Bucky 
film) is used by these authors routinely, except where 
stones are obvious on the routine roentgerograms. In 
our experience, spot-filming is practical only in those 
patients in whom gallbladder density is good or excellent, 
but in an occasional patient it may prove essential for 
proper diagnosis (fig. 2 and 3). Mobility of the gall- 


4. Lubert, M., and Krause, G. R.: Upright Cholecystography Using 
the Fluoroscopic Spot-Filmer with Graded Compression, Radiology 61: 
379-884 (Dec.) 1953. 
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S65 (May) 1953. 
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bladder and flexibility of its wall, as determined by palpa- 
tion under fluoroscopy, have no practical importance, 
and attempts at manual expression of contrast medium 
from the gallbladder, with subsequent filling of the bile 
ducts, have proved unsuccessful. 

Another method for visualization of obscured calculi 
is body section roentgenography.” This is a time-consum- 
ing technique that requires special equipment and that 
is applicable in those rare cases in which overlying in- 
testinal shadows prevent satisfactory demonstration of 
the gallbladder by the usual roentgen methods (fig. 4). 
Fluoroscopy and spot-filming in general are to be pre- 
ferred to body section roentgenography. 

Demonstration of the extrahepatic bile ducts during 
oral cholecystography requires precise roentgenographic 
technique. Although this particular phase of chole- 
cystography may be accomplished with the patient in a 
prone position, the supine position, with the patient’s 
left side elevated 10 to 15 degrees from the table top, 
seems to be the most advantageous. If the examination 
is periormed on a tilt table, use of the Trendelenburg 
position (patient’s head 20 to 25 degrees below the hori- 
zontal plane) will serve to augment bile duct opacifica- 
tion. 

COMMENT 

One thousand consecutive cholecystograms in which 
iopanoic acid was used, performed within a period of 
11 months at Harper Hospital, were reviewed and 
critically analyzed. In 91% the gallbladder was visual- 
ized; in 9% no visualization of the gallbladder resulted. 


Fig. 4.—Laminagraphic demonstration of solitary cholesterol-type cal- 
culus, obscured by overlying intestinal gas on routine cholecystograms. 


Calculi were demonstrated in 15% of the visualized gall- 
bladders and in 18% of the patients without gallbladder 
opacification. In addition, there were two examples of 
limy bile, in one of which cholesterol-type calculi were 
delineated by the liquid calcium carbonate within the 
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gallbladder lumen. In three patients with excellent 
opacification of the gallbladder a papilloma was demon- 
strated roentgenographically. Thus, in 33.3% of the 
patients studied, significant gallbladder disease was dis- 
covered cholecystographically with iopanoic acid. 

Bile ducts (cystic and common ducts) were outlined 
satisfactorily in 58% of the total cases. In none of the 
patients with visualized gallbladders was the common 
duct abnormal. In three patients whose gallbladders 
could not be visualized, a dilated common duct was 
shown, and in one of these latter patients a nonopaque 
calculus was present in the common duct. The common 
hepatic duct, usually its distal 1 to 2 cm., was outlined 
in 42% of the patients in whom the common bile duct 
was visualized. 


ORALLY GIVEN MEDiIUMS—SEEDORF AND POWELL 1361 


CONCLUSIONS 
Iopanoic acid (Telepaque) is in our opinion almost 
an ideal cholecystographic agent. With iopanoic acid 
the accuracy of oral cholecystography in detecting the 
presence of gallbladder disease and cholelithiasis ap- 
proaches 100%. In addition, the cystic, common, and 
hepatic bile ducts can be visualized in from 50 to 100% 
of patients with functioning gallbladders. Certain details 
in the use of this contrast medium and the cholecysto- 
graphic and roentgenographic techniques employed are 
significant in attaining the high degree of diagnostic re- 
liability inherent in this medium. Results in a series of 
1,000 consecutive cases illustrate selective features of 
cholecystography with iopanoic acid. 
101 Peterboro St. (1) (Dr. Reynolds). 


EXPERIENCE WITH FIVE ORALLY GIVEN CHOLECYSTOGRAPHIC MEDIUMS 


Everett E. Seedorf, M.D. 


William N. Powell, M.D., Temple, Texas 


The history of cholecystography has been reviewed in 
the literature. lodophthalein sodium (lodeikon), pro- 
ducing a high degree of cholecystographic accuracy, 
was the first orally given cholecystographic medium to 
be popularized. In fact, it is doubtful whether the ad- 
ministration of subsequent orally given mediums ac- 
tually has increased the accuracy of diagnosis for 
cholecystic disease. The chief objections to iodophthalein 
sodium were its disagreeable taste and the high incidence 
of nausea, vomiting, and diarrhea following oral admin- 
istration. Iodoalphionic acid (Priodax) was tolerated 
much better and almost universally replaced iodophthal- 
ein sodium. Monophen, 2-(4-hydroxy-3,5-diiodo- 
benzyl)-cyclohexane carboxylic acid, although well tol- 
erated and capable of producing equally good cholecysto- 
grams, never became popular and is no longer manu- 
factured. Although iodoalphionic acid is employed 
occasionally, iopanoic acid (Telepaque) and iophenoxic 
acid (Teridax) are the cholecystographic mediums used 
most frequently today. 

It is generally agreed that an ideal orally given 
cholecystographic medium should produce a gallblad- 
der shadow of sufficient density to clearly outline the 
organ, yet permit sufficient penetration by the x-ray 
beam to show filling defects produced by opaque and 
nonopaque stones. Also, it is desirable, but not always 
possible, to simultaneously outline the cystic duct. The 
medium should be well tolerated and produce few reac- 
tions. It should be completely absorbed and leave no 
opaque residue in the intestine. In our paper, the follow- 
ing five orally given cholecystographic mediums will be 
discussed: iodophthalein sodium, iodoalphionic acid, 
Monophen, iopanoic acid, and iophenoxic acid. 


CLINICAL INVESTIGATION 
Each of the five mediums were investigated and 
then compared for (1) quality of the cholecystograms 
produced, (2) side-effects encountered, and (3) pro- 


duction of pseudoalbuminuria. With the excep- 
tion of iodophthalein sodium, the action of each drug 
was observed in 100 patients after administration. (At 
the time of our investigation iodophthalein sodium was 
no longer being manufactured so that our studies with 
this medium were limited by a small donated reserve.) In 
the attempt to produce cholecystograms of optimal 
density, with the gallbladder shadow distinctly visible 
but not obscuring stones, we concluded that the follow- 
ing dosages most completely and consistently met our 
needs: iodophthalein sodium, 4 gm.; iodoalphionic acid, 
3 gm.; Monophen, 3 gm.; iopanoic acid, 2 gm.; and 
iophenoxic acid, 3.8 gm. 

A relatively small dosage of iopanoic acid (2 gm ) 
produces a gallbladder shadow of optimal quality. With 
larger doses, it is frequently possible to visualize the 
cystic duct, occasionally demonstrating stones or other 
abnormalities. Sehested * has demonstrated that after 
a fat meal the gallbladder may express its contents on an 
average of every two minutes. Since the cystic duct is 
visualized only while the gallbladder is expressing its 
contents, it is by chance that a cholecystogram is made 
at the proper moment for visualization of the duct, the 
chance being best when the exposure is made 15 to 20 
minutes after the fat meal. Accordingly, reports of 
visualization of the cystic duct vary from 10 to over 
50%. 
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lodoalphionic acid, iopanoic acid, and iophenoxic 
acid, in varying dosages, are of apparently equal value 
for establishing a correct cholecystographic diagnosis. 
In our institution, we have attempted to produce a gall- 
bladder shadow of slightly greater density than that pre- 
viously produced with 3 gm. (6 tablets) of iodoalphionic 
acid. This was achieved with 2 gm. (4 tablets) of 
iopanoic acid. Our objection to this medium is that it 
frequently became difficult to differentiate between the 
opaque residue of iopanoic acid seen in the intestine 


TABLE 1.—Dosage of lophenoxic Acid as Determined by 
Weight of Patient 


lophenoxie 


Aci Weight, 
Tablets Lb. 


and the calcification within the abdomen. We now em- 
ploy iophenoxic acid and have found, as no doubt would 
be true with other cholecystographic mediums, that pre- 
scribing the dosage of iophenoxic acid on the basis of 
body weight produces a greater uniformity in the gall- 
bladder density. We have definitely reduced the num- 
ber of reexaminations among heavier individuals. The 
recommended dosage of iophenoxic acid, according to 
weight of the patient, can be found in table 1. 


COMMENT 

Although we have no statistics to support our as- 
sumption, our experience indicates that the number of 
reexaminations necessary, due to obscuring gas, has 
been considerably less with iophenoxic acid than with 
iodoalphionic acid. Early in 1954, an allotment of 
iophenoxic acid, causing opaque residue in the intestine 
due to incomplete dissolution of the tablets, was dis- 
tributed through trade channels; these were taken off the 
market and replaced by more refined ones. No opaque 
residue caused by the medium has been reported with the 
use of the improved tablets. 

A report of untoward reactions from use of iodophthal- 
ein sodium (table 2) encountered in 600 patients was 


TaBLE 2.—Side-Reactions with Cholecystographic Mediums 


Mediums 


lodo- lodo- 
phthalein alphionie lopanoie lophenoxie 
Sodium, Acid, Monophen, Acid, Acid, 
C7 Co 


Side-Reactions 


Dysuria 4* is 23 29 36 
Diarrhea 45t 38 13 39 31 

Abdominal 21 | 19 29 
cramps 

Headache 15t 21 97 

Nausea 17 2s 17 
Dizziness 15 ‘46 24 

Allergie ae 4 7 4 4 
phenomena 

Visual dis- Pe 2 4 6 3 
turbances 

Vomiting ot 0 0 1 4 


Miscellaneous yt 4 0 4 
(Chills) 


Reported by Unfug. 

+ As recorded by Newell and Leet. 

published in 1934 by Newell and Leef.* This report 
compares closely with reactions subsequently reported 
by other authors for smaller series of patients. The 
disagreeable taste of the drug frequently produced 
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nausea, and diarrhea was a common complaint. Unfug ‘ 
observed that the drug caused a 4% incidence of dysuria. 
Cholecystographic drugs introduced since, and includ- 
ing, iodoalphionic acid produce less frequent and severe 
diarrhea. Dysuria of short duration occurs most often, 
since the medium is primarily excreted by the kidneys. 
Table 2 shows all the drugs produce untoward reactions 
of about the same frequency and intensity; however, they 
are usually of short duration and are not severe enough 
to contraindicate use of a specific medium. 

Previous publications ° have recorded an incidence of 
pseudoalbuminuria, from 14 to 17%, occurring the day 
after ingestion of the orally given cholecystographic 
mediums iodoalphionic acid, Monophen, iopanoic acid, 
and iophenoxic acid. With all mediums, a false-posi- 
tive test for albumin in the urine persisted for two 
to three days in a few patients. It is significant that, if 


TABLE 3.—I/ncidence of Pseudoalbuminuria 


Pseudo- 
albuminuria, 
Exton’'s Exton’s 
Reagent, Reagent, 
Choleeystographie Meditims Cold 
lodophthalein sodium (sS patients)...... 4.0 0 
lodoalphionie acid 


Iopanoie acid............ 2.0 15 43 
3.8 14 63 


the hot Exton’s reagent is allowed to cool before in- 
terpretation, chance of error in reporting albuminuria is 
greatly increased (table 3). As report of albumin in urine 
can mar a patient’s health record for further insurance 
consideration, pseudoalbuminuria is significant. 
SUMMARY 

lodoalphionic acid (Priodax), iopanoic acid (Tele- 
paque), and iophenoxic acid (Teridax) are the chole- 
cystographic mediums used almost exclusively in the 
United States. Although they differ in chemical structure, 
they are tolerated quite similarly. Cholecystograms are 
of about the same diagnostic value, and, by adjustment 
of the dosage, gallbladder shadows of similar density 
can be obtained with all three mediums. Few reac- 
tions are produced, but, although it is reported infre- 
quently, the occurrence of pseudoalbuminuria is signifi- 
cant. lopanoic acid apparently is capable of producing 
the gallbladder shadow of greatest density and probably 
excels in demonstration of the extrahepatic ducts. It 
has the disadvantage, however, of producing an opaque 
residue in the intestine, which may be confused with 
shadows from calcification within the abdomen. Iophe- 
noxic acid, with its dosage regulated according to the 
weight of the patient, is now used exclusively in our in- 
stitution. It produces a sharply outlined, homogeneous 
gallbladder shadow and leaves no confusing residue. 
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CLINICAL NOTES 


PRODUCTION OF PREMATURE VENTRICULAR 
CONTRACTIONS BY RAUWOLFIA 


Ben N. Wilson, M.D, 


and 


Norris A. Wimberley Jr., M.D., Tyler, Texas 


Alkaloids of Rauwolfia serpentina (Ophioxylon ser- 
pentinum) are currently enjoying great popularity for 
treatment of a wide variety of disorders, ranging from 
insanity to various forms of hypertension. While this 
drug has been in use for many years in India, a large 
pharmacological literature is not availabie.t Allen and 
co-workers,” in discussing its use in hypertension, state 
that it “inhibits sympathetic system and reduces blood 
pressure by direct action on hypothalamus. Apparent 
parasympathommmetic action. Produces tranquility with- 
out somnolence.” Toxic symptoms are said to include 
nasal congestion and stuffiness, mild bradycardia, seda- 
tion, muscular aching and stiffness, laxation, and at times 
nightmares and mental depression.” Paresthesias, twitch- 
ing of the limbs, chattering of the teeth,’ and pruritus ° 
have also been reported. We wish to report an additional 
and possibly significant toxic effect—ventricular prema- 
ture contractions. 

We have been unable to find any report suggesting 
cardiotoxic effects. In August, 1953, one of us (B. N. W.) 
first noted the occurrence of ventricular premature con- 
tractions in a patient receiving the powdered whole root 
of Rauwolfia serpentina, Raudixin, for the control of 
hypertension (case 1). Since that time, careful observa- 
tion of patients receiving this medicament has revealed 
three additional cases. In three instances, there has 
been moderate to severe associated symptomatology 
necessitating withdrawal of the drug, and, in two in- 
stances, reinstitution of the drug has caused recurrence 
of the symptomatology and ventricular premature con- 
tractions. 

REPORT OF CASES 

Case 1.—A 46-year-old female, known to have had severe 
hypertension of 20 years’ duration, sustained an acute myo- 
cardial infarction in 1946 and in 1948. She developed mild con- 
gestive failure in 1950, requiring treatment with digitalis and 
diuretics, which has been continued since that time. There was 
progressive evidence of peripheral arteriosclerosis with gangre- 
nous lesions of the toe of the right foot and, in 1953, a gangre- 
nous lesion on the left middle finger. In July, 1953, the patient's 
blood pressure was 240/130 mm. Hg, and she was started on 
Raudixin therapy, 100 mg. twice daily. Two weeks later she 
was forced to discontinue taking Raudixin because of irregu- 
larity of the pulse. A doctor did not examine her at this time. 
She stopped taking Raudixin for one week, after which time 
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she felt that her pulse was regular. On resuming treatment with 
the medicine, she noted that within two days’ time the pulse 
tended to be irregular again, and on examination at this time 
she was found to have a rhythm of frequent ventricular pre- 
mature contractions, at times amounting to a bigeminal rhythm. 
Raudixin therapy was discontinued, and subsequent examina- 
tions have not shown a return of the premature ventricular 
contractions. 

Case 2.—On Aug. 19, 1954, the blood pressure of a 42-year- 
old female was 210/120 mm. Hg when she consulted another 
physician for menorrhagia. On Aug, 25, 1954, treatment with 
Raudixin, 100 mg. twice a day, was begun. On Sept. 7, 1954, 
the patient’s blood pressure was still 220/120 mm. Hg. The 
examination of the heart showed a bigeminal rhythm due to 
premature ventricular contractions, and she complained of con- 
siderable weakness. Raudixin therapy was discontinued, and 
three days later the pulse was regular with no premature ven- 
tricular contractions. Treatment with Raudixin was resumed at 
a lower dosage level, with only 100 mg. daily being adminis- 
tered, but was discontinued two weeks later because the patient 
felt that it made her weak. She had not, however, noted any 
return of the premature ventricular contractions on the smaller 
dosage schedule. 

Case 3.—A 60-year-old female complaining of high blood 
pressure and heart trouble was seen in February, 1949. Medi- 
cal history revealed diphtheria at the age of 8 years and pneu- 
monia during the influenza pandemic in 1918. Appendectomy 
had been performed in 1945, at which time her blood pressure 
was said to have been normal. Physical examination revealed 
a well-nourished, well-developed female with moderate funnel 
chest. Blood pressure was 140/92 mm. Hg. There was no cardiac 
enlargement. A grade | mitral systolic murmur was present. 
The remainder of the physical examination and chest fluoros- 
copy were not remarkable. An electrocardiogram was normat. 

When seen in April, 1954, she complained of shortness of 
breath and epigastric fulness that occurred after meals and was 
aggravated by all forms of fat. Review of systems revealed 
fatigue and shortness of breath on minimum exertion. Physical 
eXamination was negative with the exception of grade | hyper- 
tensive retinopathy, blood pressure of 170/110 mm. Hg, and 
tenderness in the right upper quadrant. A Graham-Cole test 
showed a nonfunctioning gallbladder, and cholecystectomy was 
recommended but declined. The patient was started on therapy 
with Raudixin, 100 mg. twice a day, and Cholan HMB with 
phenobarbital (dehydrochloric acid, homatropine methylbro- 
mide, and phenobarbital). 

She was next seen in September, 1954, during an attack of 
gallbladder colic. She was still taking Raudixin, 50 mg. twice 
a day, but had stopped taking Cholan HMB. Blood pressure 
was 150/80 mm. Hg. She was admitted to the hospital and 
cholecystectomy was done on Sept. 7, 1954. On the third post- 
operative day Raudixin therapy was started again. The follow- 
ing morning multiple premature ventricular contractions were 
noted. These became progressively more severe, and Raudixin 
therapy was discontinued on the fifth postoperative day when 
they persisted despite administration of quinidine sulfate, 0.2 
gm. four times a day. The following two days, no premature 
ventricular contractions were noted, and Raudixin was admin- 
istered for one day. Multiple premature ventricular contractions 
recurred with moderate subjective distress. Raudixin therapy 
was discontinued, and the premature ventricular contractions 
again disappeared. The postoperative course was otherwise un- 
eventful, and a one month follow-up showed no recurrence of 
the premature ventricular contractions. Blood pressure re- 
mained in the range of 140/80 mm. Hg. 

Case 4.—A 56-year-old female was first seen in March, 1952, 
with neuropathy of facial nerve (Bell’s palsy), at which time her 
blood pressure was 150/100 mm. Hg. In the three months that 
followed she was seen on four occasions for minor complaints, 
and her blood pressure ranged from 140/90 mm. Hg to 
150/100 mm. Hg. In September, 1953, she was seen for 
routine examination, and blood pressure was found to be 
220/120 mm. Hg. An electrocardiogram was within normal 
limits. She was asymptomatic at this time. Raudixin therapy, 
100 mg. twice a day, was started in November, 1953, for several 
weeks without apparent results and was discontinued. In Feb- 
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ruary, 1954, her blood pressure was 190/170 mm. Hg. A test 
for pheochromocytoma with phentolamine (Regitine) was nega- 
tive. Raudixin therapy. 100 mg. twice a day, was again started, 
and blood pressure fell to 160/100 mm. Hg one month later. 
Therapy was continued, and on Sept. 1, 1954, blood pressure 
was 160/100 mm. Hg. On Nov. 1, 1954, the patient felt faint 
while shopping and complained of fluttering in the chest. Blood 
pressure was 120/80 mm. Hg, and an electrocardiogram showed 
multiple unifocal premature ventricular contractions. Raudixin 
therapy was discontinued, and the patient was started on quini- 
dine sulfate therapy, 0.2 gm. four times a day. Examination 
two weeks later showed her blood pressure to be 180/100 mm. 
Hg. The patient was asymptomatic. There were no premature 
ventricular contractions. 
COMMENT 

Currently available preparations of Rauwolfia serpen- 
tina may be divided into three general groups: the crude 
root (Raudixin); alkaloidal extracts containing the 
alseroxylon fraction (Rauwiloid and Rautensin ); and the 
single alkaloid, reserpine (Serpasil, Sandril, Reserpoid, 
Serpiloid, and Rau-Sed). We have used the crude root 
more extensively and for a longer period of time, and it 
will be noted that all of the above reported cases are in- 
stances of its use. However, we have seen several cases, 
somewhat less well-defined than the above, in which the 
use of the single alkaloid, reserpine, has apparently pro- 
duced similar toxic reactions. 

We are unable to determine the percentage incidence 
of such toxic reactions but suggest that it may not be 
uncommon. Explanation of the etiology or mechanism 
of production is problematical, but it is interesting to 
speculate on the possibility that the bradycardia may al- 
low a so-called irritable focus in the ventricle to become 
manifest, since most of our patients had organic disease. 
The possibility of sensitization of the myocardium wouid 
be of greater moment and suggests that caution should 
be exercised in the use of this drug in patients with 
arrhythmias, myocardial infarction, and severe cardiac 
damage. 

SUMMARY AND CONCLUSIONS 

Preparations of Rauwolfia serpentina are being fre- 
quently used in hypertension and other conditions. A7z- 
cording to the present literature, toxic reaction is infre- 
quently manifest and usually benign. In four cases in 
which the patients were given Raudixin, a preparation of 
the crude root, the drug apparently produced premature 
ventricular contractions. We suggest that the drug be 
administered with caution in cases of cardiac disease. 


1100 S. Beckham (Dr. Wimberiey). 


“PRECORDIAL CATCH,” A NEGLECTED 
SYNDROME OF PRECORDIAL PAIN 


Albert J. Miller, M.D. 
and 


Teodoro A. Texidor, M.D., Chicago 


During the last two years we have become increas- 
ingly aware of a syndrome of left-sided anterior chest 
pain in young healthy individuals. There is much liter- 
ature on the differential diagnosis of precordial pain, 
but we have been unable to find any clear-cut references 
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to the relatively common symptom complex here dis- 
cussed, which we have termed “precordial catch.” The 
following case history presents its essential features. 


REPORT OF A CASE 

A 24-year-old housewife complained of recurrent attacks of 
severe left anterior chest pain. The pain, described as sharp and 
knife-like, was felt just below the left breast. It had occurred 
four times in the preceding two days. The first episode was 
typical. The patient was relaxed in an easy chair watching tele- 
vision when she suddenly experienced a sharp, severe pain under 
the left breast. This pain remained localized and caused her to 
hold her breath. Attempts to breathe were associated with ag- 
gravation of the pain, “as if something were catching” when she 
attempted an inspiration. Assuming an upright posture, with the 
Shoulders thrown back, eased the pain somewhat. Finally, after 
an estimated minute or two, she forced a deep inspiration in 
spite of the pain. This inspiration was almost immediately associ- 
ated with complete relief from the pain, though a vague ache 
persisted in the anterior left chest for a short time thereafter. 

The patient’s history was totally negative except for the usual 
childhood diseases. Physical examination revealed no abnor- 
malities. In particular, there was no tenderness over the left 
anterior chest. The blood pressure was 100/70 mm. Hg. The 
pulse rate was 70 per minute, with a regular cardiac rhythm. 
An electrocardiogram showed a sinus rhythm and was within 
normal limits. The heart was “electrically vertical” in position. 
Cardiac fluoroscopy revealed a vertically placed heart with no 
evidence of chamber enlargement. The lung fields were clear. 
A chest X-ray was negative. 

One of us (A. J. M.) has had similar bouts of pain 
on rare occasions. The pain is sudden in onset, is severe, 
and is localized above the cardiac apex (fifth intercostal 
space within the left midclavicular line). It has always 
occurred at rest or during mild activity and invariably 
has been associated with a “slouched” posture. The im- 
mediate reaction to the pain is a suspension of breathing 
in midrespiration or in expiration, though the pain itself 
has always come at or near the peak of an ordinary in- 
spiration. Breathing is then confined to shallow chest 
excursions. This always eases the pain; attempts to take 
a full inspiration aggravate it. Assuming a correct pos- 
ture tends to ease it. On two occasions forced inspira- 
tions have relieved the pain completely. At other times 
relief occurred after maintaining shallow respiration 
with the chest in the midrespiratory or expiratory posi- 
tion. At no time has there been an area of precordial 
tenderness, and at no time has the pain radiated. The 
total duration of pain has been estimated as from one- 
half to three minutes. Its frequency has been sporadic, 
varying from three episodes in one evening to one epi- 
sode in six or eight months. It has never occurred during 
exertion. 

Ten patients studied in detail ranged in age from 22 
to 35 years; there were five men and five women. Eight 
of these persons were seen in the office, and six came 
because of concern about their heart or lungs. One 
man, whose father had died after suffering a period of 
angina pectoris, was convinced that he suffered from 
a similar disease. A woman with a history of childhood 
rheumatic fever and a negative examination was worried 
that she now had rheumatic heart disease. Two of the 10 
patients included in this report were physicians. How- 
ever, essentially identical histories have been obtained 
from at least tive other physicians who have not been 
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examined or studied. These latter histories were vol- 
unteered during informal discussions. 

The pain has been variously described by different 
patients. The adjectives used include “knife-like.” 
“piercing,” “burning,” and “sharp.” All 10 of the pa- 
tients stated the pain to be severe. Two of them sug- 
gested that “it is as if something catches,” and most of 
the other patients have agreed that this is an appropriate 
description. The sensation of “something being caught” 
is particularly apparent when a deep inspiration is at- 
tempted after the onset of the pain. Shallow respiration 
with the chest in the midrespiratory or expiratory posi- 
tion is a usual reaction to the pain. At no time has 
dyspnea been a part of the picture. The association with 
poor posture or with bending over has been frequent. 
Some patients have forced inspirations to relieve the 
pain. Correction of posture has often resulted in some 
relief, though two patients have reported “inability” to 
straighten up from a bending pos.tion because of the 
pain. The onset of the pain is invariably during rest or 
mild activity. The most strenuous activity reported was 
that by a woman who was bent forward mopping the 
kitchen floor. One patient developed the pain while 
raking leaves. Another patient got the pain when he 
bent forward to get out of his automobile. One patient 
usually experienced the pain while walking. He would 
continue to walk at essentially the same pace. However, 
other patients stated that “freezing” in the position at 
which the pain came was the usual reaction. All patients 
experienced the “attacks” more than once, and at all 
times the pain was sudden in onset. 

No patient reported tenderness at the site of the pain, 
and tenderness was not elicited at any time during physi- 
cal examination. No nodules or deformities have been 
palpated. The pain is always at or above the cardiac 
apex. One of the 10 patients reported a similar pain in 
the right anterior chest on one occasion. All the pa- 
tients have been of thin or medium body build. There 
has been no apparent correlation of the occurrence of 
these pains with previous illnesses, physical abnormal- 
ities, laboratory studies, hyperventilation, or any other 
factors that are known to at times result in precordial 
pain. There has been no consistent correlation with 
upper respiratory infections, preceding heavy exertion, 
or emotional disturbance. One patient suffered from a 
chronic anxiety state. Two patients had mild bronchitis, 
undoubtedly aggravated by cigarette smoking. Five of 
the 10 patients smoked cigarettes, with 3 of them being 
rather heavy smokers. One patient had a history of a 
contusion of the anterior chest wall two years previously 
in an automobile accident. Another patient with an 
otherwise negative examination had an incomplete right 
bundle-branch block on the electrocardiogram. 

There have been certain consistent findings that ap- 
pear worthy of emphasis: 1. All the patients have been 
of light or medium body build. 2. The pain is severe, 
sudden in onset, does not radiate, and is regularly lo- 
cated near or above the cardiac apex. 3. The pain oc- 
curs at rest or during mild activity and is frequently 
related in onset to a “bent over” posture. 4. All the pa- 
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tients have been below the age of 35 years, and there 
has been no particular sex incidence. 


COMMENT 

It is not our intent to report this syndrome of pre- 
cordial pain as a new and previously unnoted entity. 
On the contrary, many of our colleagues have known of 
the occurrence of such pains and have themselves rec- 
ognized them to be of no serious corsequence. Never- 
theless, the literature that we have reviewed (primarily 
articles on the differential diagnosis of precordial pain) 
generally ignores what is obviously a common condition 
and one that has importance in its confusion by some 
with either heart disease or disease of the lungs or 
pleura. We are reporting 10 illustrative cases to empha- 
size the absence of heart, pleural, or pulmonary disease. 
A careful history readily determines the diagnosis and 
should avoid any confusion of this condition with under- 
lying organic pathology. 

The term “precordial catch” appears to be appro- 
priate and makes no attempt to indicate the etiology of 
the pain. It is our feeling that the pain most likely arises 
from the parietal pleura. Though we can by no means 
completely rule out the chest cage, its musculature, or its 
innervation as the source of pain, there are certain fac- 
tors that speak against this possibility. There is no asso- 
ciated muscle tenderness, and there is no local chest de- 
formity. No abnormalities of the spine have been found. 
The pain is localized and never radiates. It is a severe 
pain and undoubtedly would be recognized if it oc- 
curred on the right of the chest; hence, we consider its 
unilateral occurrence to be further evidence against its 
source being in rib, chest, muscle, spine, or intercostal 
nerve. One may speculate that the pain is essentially 
precordial because its origin is in some way related to 
the reflections of the pleura in relation to the heart. 
There is no evidence to show a cardiac origin. 


SUMMARY 

A common syndrome of precordial pain in essentially 
healthy persons has three major aspects: 1. All the pa- 
tients have been of light or medium body build; they 
have been below the age of 35 years, and there has 
been no particular sex incidence. 2. The pain is severe, 
sudden in onset, does not radiate, and is regularly lo- 
cated near or above the cardiac apex. 3. The pain occurs 
at rest or during mild activity and is frequently related 
in onset to a “slouched” or “bent over” posture. This 
benign syndrome should be considered in any differential 
diagnosis of precordial pain. 


Cerebral Palsy —The physician responsible for the care of the 
cerebral-palsied child can scarcely escape the certainty that treat- 
ing cerebral palsy will never do. The goal must be prevention. A 
clearer understanding of the mechanisms of neonatal asphyxia 
needs to be gained by controlled studies of infants with compli- 
cated deliveries. It is essential that further data be obtained 
from a representative variety of obstetrical sources and that 
follow-up procedures provide for accurate diagnosis of the chil- 
dren under investigation. In a research program of this scope 
and direction lie some of the most promising leads for the 
prevention of cerebral palsy.—R. V. Fuldner, M.D., Cerebral 
Palsy: Where Next? A. M. A. Archives of Neurology and 
Psychiatry, September, 1955. 
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COUNCIL ON PHARMACY 
AND CHEMISTRY 


PROVISION FOR NOTICE OF CHANGES 
IN OPERATION 


To govern notice of changes in the Council’s method 
of operation, the following paragraph has been adopted 
by the Council for inclusion at the end of the previously 
adopted New Program of Operation for Evaluation of 
Drugs (J. A. M. A. 158:1170-1171 [July 30] 1955): 

When changes in the purpose, principles, or pro- 
cedure of the Council occur, notice will be given in its 
column of THE JOURNAL. 


H. D. Kautz, M.D., Secretary. 


NEW AND NONOFFICIAL REMEDIES 


Monographs and supplemental statements on drugs 
that appear in this column have been authorized by the 
Council for publication and inclusion in New and Non- 
official Remedies. They are based upon the evaluation of 
available scientific data and reports of investigations. 


H. D. Kautz, M.D., Secretary. 


Furazolidone. C.H;N,,O;.— M.W. 225.17.—N-(5- 
nitro - 2-furfurylidene) - 3 - amino - 2-oxazolidone.—The 
structural formula of furazolidone may be represented as 


follows: 
C=N-N 


0° *O 


Actions and Uses.—Furazolidone is a nitrofuran de- 
rivative proposed for the treatment of a gynecologic pro- 
tozvan infection, Trichomonas vaginalis vaginitis. Other 
members of this class of compounds have been found to 
have antibacterial properties. The use of furazolidone as 
an antitrichomonal agent is based upon case reports of 
four clinical observers employing a powder for vaginal 
insufflation containing 0.1% of the agent with 0.2% 
citric acid in 51+ % lactose and 48-+-% dextrose. These 
observers also used vaginal suppositories for daily and 
nightly insertion, each containing 0.25% of the agent 
in a base of 13+-% dendropalmitic acid and polyethyl- 
ene glycol 1000. 

A vinegar douche is used 12 to 15 hours after initial 
drying and insufflation, and each morning after bed- 
time suppository medication. Diagnostic smears and 
symptomatic improvement indicate that this form of 
therapy is frequently effective. However, only a few con- 
trolled comparisons with placebo medication have been 
made and the observations so far do not permit evalu- 
tion of the effect of furazolidone alone as compared to 
simple drying of the vagina by exposure to air, the use 
of acid or plain water douches, or the introduction of 
the sugars, lactose, and/or dextrose. The mechanical 
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effect of concomitant douching and the addition of 
known effective agents interfere with the evaluation of 
any proposed new chemical form of treatment. 

Furazolidone has been shown to have low systemic 
toxicity in experimental animals; however, nitrofuran 
derivatives sometimes cause skin sensitization after 
repeated application. So far intravaginal use of furazoli- 
done has not been associated with untoward effects ex- 
cept for the rare occurrence of vulvar edema and pruritus 
after vaginal insufflation. Further experience is required 
to determine its potentiality for sensitization of the vag- 
inal mucosa. 


Dosage.—Furazolidone is proposed for vaginal in- 
sufflation as a 0.1% powder or for vaginal application 
as a 0.25% suppository. Each insufflation requires 5 
gm. of the powder, which is administered two or three 
times weekly in conjunction with one suppository twice 
daily for one week and then once daily throughout a 
complete menstrual cycle including the period of men- 
strual flow. However, it is not yet possible to estimate 
the effective dosage of furazolidone alone because it has 
been employed only in conjunction with other anti- 
trichomonal agents. 


Eaton Laboratories cooperated by furnishing scientific data to aid in 
the evaluation of furazolidone. 


Radio-lodinated Serum Albumin (Human).— 
Radio-iodinated (I**') serum albumin (human) is a 
stable preparation derived from the radioactive isotope, 
radioiodine (I'*'), made by mild iodination of normal 
human serum albumin so that not more than one atom of 
iodine is introduced per 60,000 molecular weight of al- 
bumin. The radioactive component (1'*') emits negative 
beta particles and gamma radiation. The half-life of 
I'*' is 8 days. 

Actions and Uses.—Radio-iodinated (I'*') serum al- 
bumin (human) does not significantly differ in physical 
and chemical properties from the original protein, and 
when injected intravenously there is no transfer of radio- 
activity to other blood proteins. Thus the albumin be- 
haves in the body like the normal plasma constituent. As 
supplied for injection in appropriately buffered isotonic 
sodium chloride solution, the preparation is adjusted to 
provide 0.3 to 1 me. (millicurie) of radioactivity in ap- 
proximately 10 mg. of human serum albumin per cubic 
centimeter and to reduce unbound I'*' to less than 2%. 
Since there may be a very slow liberation of iodide in 
such solution, it should be stored at 2 to 10 C and used 
within 4 weeks from the date of preparation. 

After intravenous administration, complete mixing 
with the circulating blood occurs within 10 minutes. 
About 90% of the administered dose remains in the 
plasma at the end of one hour, and equilibrium between 
the blood and lymphatic systems is complete within 7 
to 13 hours. It may appear in the spinal fluid 5 days after 
intravenous injection. During the first day after adminis- 
tration, 5 to 15% of the radioactivity is excreted in the 
urine (mostly as sodium radioiodide) and about 5% is 
taken up by the thyroid; this apparently represents free 
radioiodine liberated by metabolic processes. It is esti- 
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mated that 25 to 50% is eliminated during the first week. 
The urine is the chief route of elimination of radioiodine; 
the liver does not participate in its excretion. Metabolic 
studies reveal that detectable amounts remain in the 
blood and lymph up to 6 days, but smaller amounts may 
remain for several weeks. 

Radio-iodinated (1'*!) serum albumin (human) is use- 
ful as a diagnostic aid for tracer studies in the determina- 
tion of blood or plasma volumes, circulation times, or 
cardiac output, and as an adjunct to other diagnostic 
procedures in the detection and localization of brain 
tumors. Its use for determination of circulatory volume 
and time or for the measurement of cardiac output is 
based upon the principle of dilution of tagged albumin in 
the normal albumin pools of the body. In the determina- 
tion of blood or plasma volumes, the preparation is 
diluted with normal saline solution to a concentration 
of 2.5 to 3 we (microcuries) per cubic centimeter, and an 
aliquot of this solution is removed for use as a standard. 
The desired dose then is injected into the antecubital vein 
and samples of blood, immediately heparinized after 
withdrawal, are taken from the opposite arm 10 to 30 
minutes later. Diluted to standard volume, radioactivity 
of the blood is estimated with a suitable gamma ray— 
sensitive counter and calculated against that of the stand- 
ard. When plasma volume is desired, the blood sample 
is centrifuged before dilution and the supernatant plasma 
counted after separation and thorough mixing. A tech- 
nique for counting dried samples also may be employed 
for determination of either blood or plasma volumes. 
When repeated determinations are carried out on the 
same patient, it is necessary to measure the base-line 
residual radioactivity before injecting a new dose of the 
tagged albumin; this is subtracted from the activity of 
subsequent samples before the final calculation is made. 
The use of radioiodine for blood or plasma volume de- 
terminations does not interfere with the simultaneous 
employment of a pure beta ray-emitting radioisotope for 
tagging red blood cells in the determination of red cell 
volume. In the determination of blood circulation times, 
radioiodinated serum albumin (human) injected pe- 
ripherally is used in conjunction with a scintillation 
counter and appropriate electronic recording device. The 
elapsed circulation time for various pathways (arm to 
arm or leg, arm to heart, heart to arm) may be obtained 
by proper placement of the counter at the desired end- 
points. Separate counters also may be placed so as to 
obtain the elapsed time over consecutive segments of the 
same vascular pathway. Cardiac output also can be 
measured with radioiodine, using a special technique in- 
volving an instrumentation system for continuous re- 
cording of radioactivity. 

Subject to the dosage limits indicated in the dosage 
statement, the use of radio-iodinated (1'*') serum albu- 
min (human) as a tracer substance involves minimal 
radiological hazard because of the small amount of ac- 
tivity ordinarily required for repeated studies of blood 
volume, circulation time, or cardiac output, and the in- 
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frequent use of the larger amount that is required for the 
detection and localization of brain tumors. In view of the 
gradual metabolic release in the body of small amounts 
of radioiodine that may be taken up by the thyroid, how- 
ever, it is advisable to block uptake of radioisotopic 
iodine and possible damage of the gland by the prior 
oral administration of strong iodine solution (Lugol's 
solution). Because of prolonged retention of injected 
serum albumin in the blood, the possibility should be 
borne in mind of radioactive contamination of hospital 
equipment used for subsequent bleeding or surgical pro- 
cedures performed within the first few weeks after the 
prior administration of radioiodine. Although some evi- 
dence is available to indicate that the immunologic na- 
ture of human serum albumin is not altered by iodination 
with radioiodine, physicians also should be alert to the 
possibility of allergic reaction in patients receiving sub- 
sequent doses several weeks after an initial dose. 

Dosage.—Radio-iodinated (1'*') serum albumin (hu- 
man) is administered intravenously. The volume to be 
injected is determined on the basis of the dilution re- 
quired to provide the desired radioactive dose from an 
isotonic sodium chloride solution with an assayed ac- 
tivity between 0.3 and 1 me. per cubic centimeter. The 
stated radioactivity assay of solutions at the time of ship- 
ment should be corrected for decay prior to administra- 
tion, in accordance with a table of conversion factors 
based on the half-life of radioiodine. 

For the determination of blood and plasma volumes, 
the dose ranges from 3 to 60 »c depending on the radio- 
sensitivity of the counting equipment used. For the de- 
termination of blood circulation times, the dose ranges 
between 5 and 60 vc per pathway measured, depending 
on its vascular length and the sensitivity of the recording 
apparatus. Similar doses may be adequate for the de- 
termination of cardiac output. The dose should be kept 
as small as possible and should not exceed 200 pe in any 
one week. Approximately 2.7 uc per kilogram of body 
weight integrated over a one week period will deliver 
0.3 r, which is the tolerance for one week. A single dose 
of 200 ue can be given at one time, if no more is used for 
at least one week. 

As an adjunct in the detection and localization of 
brain tumors, a dose of 5 pc per kilogram of body weight 
may be sufficient when counting is done with scintillation 
counters or bismuth cathode Geiger-Muller tubes; if 
counting is to be done with the conventional Geiger- 
Muller tube, a somewhat higher dose may be desirable, 
but this should not exceed 500 ye (7 pe per kilogram of 
body weight in a patient weighing 70 kg.). After intra- 
venous administration of the appropriate dose, a period 
of 20 to 24 hours is allowed to elapse before systematic 
scanning of the skull is begun. Serial counts may be made 
to verify initial counts up to 40 to 48 hours. If a repeat 
localization study is indicated, a second dose should not 
be administered sooner than 30 days after the first dose. 


Abbott Laboratories cooperated by furnishing scientific data to aid in 
the evaluation of radio-iodinated (I") serum albumin (human). 
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FIFTIETH ANNIVERSARY OF THE COUNCIL 
ON PHARMACY AND CHEMISTRY 


This year marks the 50th anniversary of the Council 
on Pharmacy and Chemistry. The Council is a standing 
committee of the Board of Trustees of the American 
Medical Association, created and organized in 1905 as 
an advisory body to provide authoritative and unbiased 
information on drugs. Since its inception, the Council 
has endeavored to fulfill this function through the dis- 
semination of information designed to encourage ra- 
tional therapeutics. In the half-century since its estab- 
lishment, the Council has met the challenge of changing 
conditions and has sought to keep abreast of the ad- 
vancement of knowledge in the field of drug therapy. 
Earlier in this anniversary year, a new program of opera- 
tion designed to render a better service to the medical 
profession was instituted.' The occasion is thus particu- 
larly appropriate to highlight the services and expanded 
activities of the Council. 

The Council’s best known book publication, New and 
Nonoflicial Remedies, revised annually since 1907, pro- 
vides descriptions of the actions, uses, and dosage of new 
drugs and has achieved the status of a scientific reference 
on this subject. Monographs on new drugs, regularly 
submitted to the Editor of THE JOURNAL for publication 
in a special column, provide up-to-date information for 
subscribers of THE JOURNAL and serve to supplement 
annual editions of the book. The Council issues a com- 
panion book publication, the Epitome of the Pharma- 
copeia of the United States and the National Formulary, 
which summarizes the recognized uses of older estab- 
lished medicinal substances and which also has been re- 
vised periodically to reflect changes in these official pub- 
lications. The publication of Useful Drugs was discon- 
tinued after the appearance of the 15th edition in 1952, 
because of the limited demand for a book that described 
a selected list of drugs from the two foregoing publica- 
tions. The Council has also sponsored the publication of 
“Glandular Physiology and Therapy” and “Fundamen- 
tals of Anesthesia.” Revised editions of these books were 
published in 1954. 

To meet a need for encouraging coordinated and im- 
proved methods in the clinical investigation of drugs, a 
standing committee of the Council, designated the Ther- 


1. New Program of Operation for Evaluation of Drugs, report of the 
Council on Pharmacy and Chemistry, J. A.M.A. 158: 1170-1171 (July 
30) 1955. 
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apeutic Trials Committee, was established in 1945 and 
renamed the Committee on Research in 1950 in order to 
broaden the base of its activity. The Committee has 
sponsored a large-scale coordinated clinical trial of 
steroids in management of mammary cancer. Reports 
have been published on the results of such studies, as well 
as on the criteria for clinical testing of certain other 
classes of drugs and proposed methods for investigating 
the efficacy of therapy in certain diseases. This Commit- 
tee also is currently active in developing procedures for 
centralizing information concerning unsuspected adverse 
reactions to drugs. 

In 1950 the Council established a standing Commit- 
tee on Pesticides to obtain, analyze, and disseminate in- 
formation on the hazards of pesticidal chemicals and 
methods for avoiding or combating toxic exposure to 
such agents. A third standing committee of the Council, 
the Committee on Toxicology, organized at the begin- 
ning of this anniversary year, is investigating the prob- 
lem of accidental poisoning from ordinary household 
medicines and chemicals. 

Commemoration of the Council’s 50th year would be 
incomplete without a tribute to the individual members 
of the Council, its standing committees, and numerous 
consultants, without whose unstinting and unremuner- 
ated assistance the broad program of the Council could 
not be implemented. The support and comment of the 
rank and file of A. M. A. members also have been im- 
portant to the Council in gauging the kind and amount 
of information on drugs that is needed in meeting the 
everyday problems of physicians. It is especially fitting 
to give individual recognition to a charter member of the 
Council who has served continuously in a most active ca- 
pacity since its first meeting on February i1, 1905, and 
as its Chairman since 1936: Torald Sollmann, M.D., 
D.Sc., professor emeritus of pharmacology and materia 
medica, Western Reserve University School of Medicine. 
His foresight, leadership, and guidance have made pos- 
sible many of the achievements of the Council and ex- 
emplify the unselfish devotion implicit in its motto: Non 
sibi sed medicinae. 


REPORT ON MEDICAL PREPAYMENT PLANS 


In this issue of THE JOURNAL (page 1370) is a prog- 
ress report from the Commission on Medical Care 
Plans. It was presented to the House of Delegates of the 
American Medical Association, and the action of the 
House will be reported in the abstracted proceedings that 
will be published in the next several issues of THE JouR- 
NAL. The report is printed almost in its entirety in this 
issue; all that is missing is an exhibit on the question- 
naire to be sent to miscellaneous and unclassified plans 
and a map of the Blue Shield and Medical Society and 
related plans in the United States. This latter material 
has been summarized in the text. This is an informative 
and significant report. 

The Commission was appointed by the Board of Trus- 
tees in November, 1954. Consisting of 15 members, it 
has as Chairman Dr. Leonard W. Larson. The survey 
in process by the Commission includes medical, lay- 
sponsored, and industry plans and provides information 
on idemnity insurance plans, prepaid free choice service 
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or full payment plans, prepaid combination indemnity- 
service plans, prepaid closed-panel plans, noncontribu- 
tory closed-panel plans, and noncontributory free choice 
plans. The plans are being studied to permit determina- 
tion of the history and development of each, the rela- 
tionship between the plan and the physician, the rela- 
tionship between the plan and the patient, the extent of 
coverage of each throughout the United States, and other 
pertinent data. 

The growth of voluntary medical care plans in the 
United States has been phenomenal, and the American 
Medical Association has endorsed the principle of these 
plans as a means by which people may cover all or part 
of their professional costs of illness and or disability. 
This development is said to raise several searching ques- 
tions for the medical profession; for example: What ef- 
fect, if any, do these plans have on patient-physician 
relationship? Are there plans in which a participating 
physician violates the principles of medical ethics? Will 
the plans encourage the corporate practice of medicine? 
There are many facets to the study to be explored by 
the Commission, but, briefly presented, the objectives 
of the study can be stated as the determination of the 
nature and methods of operation of the various types of 
plans through which persons receive the services of phy- 
sicians, the effect of these plans on the quality and 
quantity of medical care provided, and the legal and 
ethical status of the arrangements used by the various 
plans. Four committees consisting of members of the 
Commission have been appointed to consider the dif- 
ferent areas of study. The results of the studies so far 
conducted are evident in the Commissioner’s report in 
this issue of THE JOURNAL. It represents a vast amount 
of work and, as a progress report, is an invaluable source 
of information. It serves well as a guide for the studies 
remaining to be done. 


WHERE EXPECTED LONGEVITY IS GREATEST 


Often the opinion is heard that the healthiest people 
in the United States live in heavily populated areas where 
hospitals, physicians, and other health facilities and per- 
sonnel are plentiful. Recently published data on the 
expectation of life, particularly at birth, in each of the 
48 states for 1949-1951 refute this popular notion, 
especially for white males.‘ The statistical department of 
the Metropolitan Life Insurance Company has assisted 
the National Office of Vital Statistics of the Department 
of Health, Education, and Welfare in the preparation of 
life tables for each state. All the tables, including those 
for nonwhite males and females, will be published soon 
by the National Office of Vital Statistics. 

The six states with the highest expectation of life at 
birth for white males for 1949-1951 were: South Da- 
kota, 68.4 years; Nebraska, Minnesota, and Iowa, 68.2 
years; Kansas, 68.0 years; and North Dakota, 67.9 years. 
The expectation of life at birth for white males in the 
United States was 66.3 years. In 1939-1941 the six 
leading states for white males were Nebraska, South 
Dakota, Minnesota, lowa, North Dakota, and Kansas. 
Thus it is obvious that white males of these sparsely set- 
tled states still enjoy comparatively low mortality. The 
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only changes apparent in the figures cited above are (1) 
South Dakota has replaced Nebraska as the leader, and 
(2) Kansas and North Dakota have exchanged ranks. 

It is not possible to say that longevity will actually be 
greatest among the white males of these six states, be- 
Cause expectation of life is an actuarial computation 
based upon the mortality rates at all ages in three speci- 
fied calendar years. This computation, strictly speak- 
ing, is not a forecast of the mortality that will prevail 
during the entire lifetimes of the babies born in each of 
these six states in the specified three calendar years. 
These favorable mortality records among white males in 
these six states must be attributed, in part, to the strong 
North European strains in the population and favorable 
selection factors in migration. The number of miles that 
many people in these states must travel to visit a physi- 
cian or become a patient in a hospital might be consid- 
ered a health hazard by many urban dwellers, but the 
people in the West North Central region of the United 
States have developed a way of life that makes them well 
adjusted to these spatial conditions. 

Nebraska retained its leadership in life expectation at 
birth for white females with 74.0 years as compared with 
72.0 years for the entire United States. Oklahoma, 
Florida, lowa, Kansas, and South Dakota follow with 
73.8 to 73.6 years. A more general observation is that 
the state variations in longevity as indicated by expecta- 
tion of life at birth were less in 1949-1951 than they were 
in 1939-1941. The leaders in expectation of life at age 
25 were South Dakota, Nebraska, and Iowa, with 46.8 
years for white males. The leading states for white fe- 
males at age 25 were Oklahoma, Nebraska, Florida, Ar- 
kansas, Kansas, lowa, Texas, South Dakota, and Utah, 
ranging from 51.8 years to 51.1 years. The states in 
which the people at age 65 had the greatest expectation of 
life were Arkansas, Florida, and Oklahoma for white 
males and Florida, Arizona, Arkansas, Oklahoma, and 
Texas for white females. 

The variations in expectation of life in 1949-1951 at 
these three selected ages were less marked, of course, 
among the nine regions than among the 48 states. The 
West North Central region (Minnesota, North Dakota, 
South Dakota, lowa, Nebraska, Missouri, and Kansas) 
had the highest expectation of life for white males at 
birth (67.8 years) and at age 25 (46.4 years), but the 
West South Central region ranked first at age 65 (13.4 
years versus 13.3 years). For white females the West 
North Central region had the highest expectation of life 
at birth, 73.3 years; at age 25 its 50.9 years ranked it 
second to the West South Central region with 51.2 years; 
at age 65, however, it was outranked by a small margin 
by the West South Central, Mountain, and Pacific re- 
gions. In 1939-1941, the West North Central region’ 
ranked first in expectation of life at birth, at age 25, 
and at age 65 for white males; and first at birth, first at 
age 25, and tied for second at age 65 for white females. 
These data for the nine regions, as well as those for the 
individual states, should remove all doubt about where 
the expectation of life is and has been the highest, par- 
ticularly at birth and at age 25. 


1. State Variations in Longevity, Metropolitan Life Insurance Company 
Statistical Bulletin, Oct., 1955. 


159 
55 


1370 


J.A.M.A., Dec. 3, 1955 


ORGANIZATION SECTION 


REPORT TO THE HOUSE OF DELEGATES 


SUPPLEMENTARY REPORT OF BOARD OF TRUSTEES: 
PROGRESS REPORT OF COMMISSION 
ON MEDICAL CARE PLANS 


BACKGROUND 


In order to more fully appreciate the reasons for the 
appointment of the Commission on Medical Care Plans 
and to establish a framework of reference for its activ- 
ities, it may be helpful to underscore briefly the condi- 
tions that have given rise to its formation. 

The social and economic changes of the past two 
decades brought about by a depression and two wars 
have involved every institution and organization in com- 
munity life. It is important to understand why and how 
these changes have occurred and how they have influ- 
enced the thinking of the citizens of our country. It is 
important to recognize why the medical profession has, 
and must continue, to assume a continuing and aggres- 
sive leadership in all developments which affect its in- 
terests and those of the people it serves. For, unless it is 
able to provide the guidance and the stimulus for con- 
tinued improvement in the quality and quantity of medi- 
cal care for the American people, it will find its voice 
drowned out by the violence of a force that feeds on 
expediency or actual existing needs. The issue of quality 
and quantity of medical care has emerged from our ex- 
periences over the past 20 years as one of the major 
popular issues of our time. The passage of events has 
also witnessed the growth of voluntary medical benefit 
programs on a scale which could not have been foreseen. 


OBJECTIVES 


In the interests of public health, the American Medical 
Association has encouraged the development of volun- 
tary prepayment plans while attempting to uphold the 
standards of the profession and to protect the public from 
unsound plans. However, many programs have grown 
at such a pace and created questions and problems in- 
volving physician-patient relationships and the Principles 
of Medical Ethics which require study and reappraisal. 
The American Medical Association is now confronted 
with a number of basic questions of great concern to 
the profession. The objectives of the Commission, there- 
fore, are to inquire into (1) the nature and methods of 
operation of the various types of plans through which 
persons receive the services of physicians; (2) the effect 
of these plans on the quality and quantity of medical 
care provided; and (3) the legal and ethical status of the 
arrangements used by the various plans, including (a) 
What effect, if any, do these plans have on the traditional 
patient-physician relationship? (b) Does the introduc- 
tion of a third party in this relationship tend to disturb it 
and result in an inferior quality of medical care? (c) Are 
there plans in which the participating physician is violat- 


*Leonard W. Larson, M.D., Chairman, David B. Allman, M.D., 
H. Russell Brown, M.D., John F. Conway, M.D., F. J. Elias, M.D., 
E. J. Faulkner, Percy E. Hopkins, M.D., Jay Ketchum, Joseph D. 
McCarthy, M.D., H. Gordon MacLean, M.D., Homer L. Pearson, M.D., 
Leo Price, M.D., James R. Reuling, M.D., William P. Shepard, M.D., 
and Norman A. Welch, M.D. 


ing the Principles of Medical Ethics? (d) Will the plans 
encourage the corporate practice of medicine, especially 
by hospitals? (e) What is the proper relationship, if any, 
between the medical profession and all these third party 
financial mechanisms? 
FORMATION OF COMMISSION 

On Nov. 29, 1954, the Board of Trustees approved the 
formation of the Commission on Medical Care Plans. 
The 15-member Commission * subsequently appointed 
by the Board was directed to undertake a study for the 
purpose of determining whether the various types of med- 
ical care plans are being utilized to their greatest degree 
in promoting the availability of health services and 
whether, at the same time, they are being so conducted 
as to protect the public and the proper interests of the 
medical profession. The formulation of the Commis- 
sion’s objectives was contained in a study outline ap- 
proved by the Board of Trustees in December, 1954, 
and adopted by the Commission at its first meeting on 
Feb. 3, 1955. It contained three basic purposes of the 
Commission’s study that have served, and will continue, 
to guide it in its deliberations. 

CURRENT ACTIVITY 

The Commission has met on two occasions since its 
appointment to consider the many problems assigned 
to it. It has delineated the areas of study through which 
it hopes to be able to arrive at recommendations and 
suggested courses of action. The staff of the Commission 
has been instructed to carry out a number of specific 
assignments. These include a directory of medical care 
plans, a compilation of policy statements of the Ameri- 
can Medical Association, as well as the decisions and 
opinions of the Judicial Council, and other material and 
data covering the specific areas discussed in the follow- 
ing material. The staff has already begun several re- 
search projects, the results of which will assist the Com- 
mission in its determinations, and it has projected further 
activity based upon the outcome of its current research 
efforts. Nine groups of materials have been assembled 
for study and apportioned among four committees com- 
prised of members of the Commission. This procedure 
will enable the Commission to benefit from the advice 
and experience of all its members, and thereby proceed 
at a faster pace in carrying out its responsibilities. The 
following is a listing of the committees of the Commis- 
sion and the areas of study assigned to them. 


Areas of Study Under 
Consideration 
Miscellaneous and unclassified 


Committees 
H. Russell Brown, M.D., Chairman 
plans John S. Conway, M.D. 
Student health services F. J. Elias, D. 
Leo Price, M.D. 
Medical society and related plans Perey E. Hopkins, M.D., Chairman 
including Blue Shield E. J. Faulkner 
Private insurance programs Jay ketehum 
Norman A, Weleh, M.D. 
William P. Shepard, M.D., 
Chairman 
David B. Allman, M.D. 
H. Gordon MacLean, M.D. 
Homer L. Pearson, M.D., 
Chairman 
Joseph D. MeCarthy, M.D. 
James R. Reuling, M.D. 


Industry programs providing non- 
occupational medical care 

Occupational disability programs 

workmen's compensation 

Policy statements of the House 
ot Delegates 

Judicial Council decisions relative 
to pertinent sections of Prin- 
ciples of Medieal Ethics 

Enabling aets and court decisions 
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Miscellaneous and Unclassified Plans.—Miscellaneous 
and unclassified plans constitute one of the important 
areas of study. They represent that group, other than 
Blue Shield, other than medical society approved, and 
other than private insurance plans, that provide payment 
for physicians’ services in a hospital, home, office, or 
clinic. This group of plans, estimated to number be- 
tween 250 and 300 throughout the country, is of imme- 
diate and particular interest. A recent study by the De- 
partment of Health, Education, and Welfare summarizes 
enrollment data and other characteristics of such plans. 
However, the Commission found that the above study 
included a substantial number of plans which should be 
otherwise classified, and therefore has been conducting a 
thorough search among various sources, including the 
literature, in order to prepare a complete and definitive 
directory of this group of plans. A classification code 
to identify each of the plans by its outstanding charac- 
teristics has been developed and is being employed to 
process the data as it is received. To date, basic informa- 
tion on 212 miscellaneous plans has been secured 
through the use of questionnaires, and brief descriptions 
of these plans have been compiled. Table 1 is a census 
region breakdown by type of plan and enrollment of 206 
plans. An analysis has been made based upon 206 of 
the 212 that supplied enrollment data. About 100 or- 
ganizations have not as yet returned the Commission's 
questionnaire, but it is estimated that no more than 50 
might eventually be eligible for inclusion in the study. 
Enrollment information available for the 206 plars re- 
veals that 4,954,344 persons were eligible to receive 
benefits for physicians’ services either in the hospital, 
office, home, clinic, or a combination of these facilities. 
The enrollment figure is actually an understatement, 
since 12 plans with a membership of 314,438 were un- 
able to supply information on the number of dependents 
covered at the time the questionnaire was completed. 
It is reasonable to assume, therefore, that the total en- 
roliment of the 206 plans is over 5 million. The census 
region breakdown as seen in table | shows that: 

1. Sixty-four plans, or about 32 per cent, of the 206 with 
known enrollment, with an enrollment of 1,178,295 are either 
cash indemnity, service (full payment), or a combination of both; 
46 plans, or 72 per cent, of this group are indemnity plans. 
Enrollment in these plans constitutes more than one-eighth 
(13.6%) of the enrollment in all plans. 


2. One hundred twenty-eight plans, or 62 per cent, of the 206 
with known enrollment, with an enrollment of 2,386,769, are 
closed panel plans either open to the general public or limited 
to a specific industry, union, etc. Enrollment in these plans 
constitutes a little less than half (48°) of the enrollment in all 
plans. 

3. Fourteen plans, or almost 7 per cent, of the 206 with 
known enrollment, with an enrollment of 1,389,280 are a com- 
bination of cash indemnity/full payment and closed panel plans. 
Enrollment in these plans constitutes over one-quarter (28%) 
of the enrollment in all plans. 


A breakdown of the 212 plans (table 2) reveals that 
the largest number of plans are those jointly sponsored 
by employer-employee. They represent 28% of all types 
of plans and 15% of all enrollment. However, union- 
sponsored plans, which represent only 17.5% of all 
plans, have the greatest enrollment—more than one- 
third (36% ) of all those enrolled in these miscellaneous 
plans. More than half (58% } or 123 of the 212 plans 
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provide some type of coverage for dependents. Consumer 
plans rank first, followed by employer-employee and 
employee plans. 

Physicians’ services in a hospital are provided by the 
largest number of plans; 81% of the plans offer this 
benefit; 64% of the plans provide these services in a 
doctor’s office; 62% offer this benefit in a clinic and in 
the member’s home (table 3). 

Table 4 is a breakdown of the 206 plans with known 
enrollment. The largest number of plans (38) are 
equally divided in the 2,500-4,999 and the 5,000-9,999 
groups; however, the largest enrollment is in the 100,- 
Q00-499,999 group, and slightly over 3% of all plans 
(7 in number) account for more than half (52° ) of the 
known enrollment. 

Concurrent with the compilation of a directory, the 
Commission has in process a detailed study schedule 
which will be sent to all the plans requesting more com- 
plete information on their operations, organization, fi- 
nancing, medical service arrangements, facilities, bene- 
fits, personnel, policy, and other items. This information 
will be recorded on IBM and detailed analyses made for 
further study and evaluation before conclusions are 
reached and recommendations made to the Board. 

Student Health Services.—Student health services 
consist of arrangements made by colleges and universities 
to provide for medical service to students. Within the 
past five years two studies have been made, one by the 
American Medical Association Bureau of Medical Eco- 
nomic Research, and one by Cornell University, which 
provide the Commission with what may be sufficiently 
current information to evaluate the extent and scope of 
these services. The findings of these surveys will be 
studied as the Commission proceeds with its work, and 
recommendations made to the Board. It was the con- 
sensus that, although these plans fall within the scope of 
the Commission’s study and merit consideration, the 
other indicated areas of study are of more immediate 
interest and of continuing concern. Further activity in 
this area may be indicated after sufficient progress has 
been made in the study of other types of plans. 


Medical Society and Related Plans Including Blue 
Shield—Medical society and related plans number 116 
and include an enrollment of approximately 34 million 
people for surgical benefits and 25 million for regular 
medical benefits, as of Dec. 31, 1954. Summary de- 
scriptions of 86 plans that describe the 116 plans have 
been prepared and classified. They will serve as the basis 
of a detailed study which will summarize various charac- 
teristics, such as type of plan, benefit schedules, eligi- 
bility requirements, premiums, and other contract pro- 
Visions. 

The Blue Shield Commission has made a detailed 
study of many of the characteristics envisioned in the 
Commission study, and its cooperation has been re- 
quested in supplying the Commission with the summary 
data it has compiled. It is contemplated that a similar 
analysis will be made by the Commission with respect to 
medical society plans other than Blue Shield. This task 
should be simplified after Blue Shield data has been 
secured from the Blue Shield Commission, so that a more 
uniform basis of comparison can be attempted. Upon the 
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completion of this research project, the members of the 
Commission may be in a better position to offer recom- 
mendations. 

There are 30 plans in 23 states with an enrollment of 
more than 10 million in cash indemnity plans; 27 plans 
in 4 states with an enrollment of over 750,000 in full 
payment or service plans; and 59 plans in 35 states with 
an enrollment of 22,750,000 in a combination of indem- 
nity and full payment plans. Included at this time in the 
116 plans are 9 plans which are not approved by any 
medical organization but which are affiliated with, or 
are extensions of, local hospital benefit plans. 

Private Insurance Programs.—Private insurance pro- 
grams covered approximately 53 million persons for 
surgical expense, almost 21 million people for regular 
medical expense, and some 2,250,000 for major medical 
expense benefits by the end of 1954. Private carriers in- 
clude such organizations as capital stock, legal reserve 
mutual, assessment mutual, cooperative assessment in- 
surance companies, as well as fraternal societies. Before 
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and thus provide a sound basis for any appropriate rec- 
ommendations for the consideration of the Board of 
Trustees. 

Industry Programs Providing Nonoccupational Medi- 
cal Care.—Industry programs providing nonoccupa- 
tional medical care have significant import in the total 
picture. The number of companies providing nonoccupa- 
tional health services to employees, the volume and scope 
of medical services offered, and the number of person- 
nel concerned represent many unknown quantities in 
medical care for workers in industry throughout the 
country. Both inplant and outplant medical programs, 
however, are known to range from those which provide 
only preplacement examinations and first aid for minor 
illness and injuries to those with rather comprehensive 
programs for nonoccupational and occupational medical 
care. 

It is important to note that the emphasis on preventive 
health programs in industry which are paid for and 
maintained by industry is an outgrowth of workmen’s 


TABLE 1.—Distribution of Types of Medical Care 


Middle East North 
New England Atlantie Central 
Enroll- Enroll- Enroll- 
Code Type of Plan No. ment No. meat No. ment 
(12) 
B Prepaid, free choice, service or full in 8 23,259 1 50,752 
© Combination of cash indemnity and service or full payment.... .. wweeee 3 $19,427 4 45,236 
(2) 
D-2 Closed panel; limited to specific Industry, union, ete............. 4 19,557 23 386,287 11 189,162 
(22) 
(49) (35) 
* Analysis based upon 206 out of 212 miscellaneous and unclassified plans providing enrollment data. 


initiating its study of the characteristics of these pro- 
grams, the Commission is presently attempting to pre- 
pare a directory of all private insuring organizations in 
the United States that may have appropriate charter 
power to assume these risks. The Commission’s com- 
pilation to date indicates that upwards of 1,400 insurers 
have such charter power; however, the number of com- 
panies actually writing these benefits may be nearer to 
500. A recent compilation by a trade magazine reported 
the premium and loss data for 430 companies relating to 
such risks as hospital, surgical, and/or medical expense. 
The same publication identified some 95 additional com- 
panies as engaged in writing medical benefit insurance 
but which did not report separate premium or loss data. 

In an effort to identify all companies licensed to write 
various forms of health insurance, the Commission has 
contacted all insurance regulatory authorities throughout 
the country as well as the Federal Trade Commission. 
In addition, representatives of the Health Insurance 
Council have been requested to supply the Commission 
with data on private insurance similar to the Blue Shield 
data compiled by the Blue Shield Commission. The 
availability of such material will determine the extent of 
the Commission’s ability to evaluate this group of plans 


compensation programs in which financial liability for 
occupational illness and injury was imposed upon the 
employer. The increasing recognition on the part of 
management of the need to keep the employee on the 
job, to reduce absenteeism due to nonoccupational 
causes, to reduce turnover, to educate the worker in ac- 
cident prevention and personal hygiene to match the 
physical abilities of the applicant with the physical de- 
mands of the job—all have resulted in the expansion of 
what was originally conceived as a “first-aid” program 
into one of diagnostic and preventive care or “health 
maintenance,” as it is popularly called today. 

A further expansion of employee health maintenance | 
is, in some instances, noted in the direction of extending 
health service programs to retired employees. Many of 
the programs that do exist, and their number is relatively 
small, are informal; but they reflect the interest on the 
part of a segment of management to assist the older 
worker in reducing the impact of medical costs. On a 
much more informal basis is the occasional rendering of 
such services to dependents of employees. As in the 
case of medical services to retirees, the extent and scope 
of such programs cannot be measured due to the re- 
luctance on the part of program administrators to dis- 
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close either the existence or details of such services. 
However, these programs do exist. The hesitancy to 
publicize them stems from several causes, among them 
are (1) the fear that formal recognition would result 
in their becoming an integral part of collective bargain- 
ing, (2) the fear that such recognition might meet with 
opposition from within the medical profession itself, and 
(3) the fact that many programs are largely experi- 
mental and the actual costs have not yet been deter- 
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employed in manufacturing industries during 1950. In- 
plant dispensaries were reported by 1,878 companies 
(52.3% of the total) employing 2,897,357 persons 
(86.9% of the total). An additional 24 companies re- 
ported inplant programs built around company hospi- 


TABLE 4.—Two Hundred Six Miscellaneous and Unclassified 
Plans by Size of Enrollment 


Per- Per- 
mined. Another rapidly expanding medical service centage 
among industry is that of executive health examination Enrollment Plans bution Enrollment __ bution 
programs, which afford the executive an opportunity to Less than 500..........00s008 19 9.2 5,982 0. 
secure periodic comprehensive diagnostic medical serv- 
ices. 38 18.4 133,683 2.7 
The 1951 survey by the National Association of 
Manufacturers among 3,589 member companies with 95,000 49,909... 19 9.2 649,781 13.1 
employment of 3,312,647 workers is the most recent TODO WO,GOD....2000000 0000. 12 5.8 785,207 15.9 
study of inplant and outplant medical services now 
available. The total employment in the survey was 1 million or more............ 1 0.5 1,000,000 90.2 
more than 22 per cent of the average number of workers 2066 4,954,344 100.0 
Plans and Enrollment, by Census Region* 
West North South East South West South 
Central Atlantic Central Central Mountain Pacifie All Regions 
No ment No ment No ment No ment No, ment No. ment No ment 
47,553 5 85,474 2 21,418 1 evese 9,616 47 671,790 
(46) 
5 11,072 2 9) 259 1 25,000 7 21,064 1,503 12 614,476 33 1.130.148 
(10) (30) 
12 189,068 10 96 406 ) 79,853 12 59,746 8 4,184 142,368 100 1,256,626 
(11) (98) 
ee e ee oe 1 444 
] 1,000,000 1 25 000 4 1,332,236 
99 247,698 1,212,71 3 126,271 1 82,235 95.687 36 847.887 12 4. 954.344 
(20) (34) (206) 


TaBLE 2.—7Two Hundred Twelve Miscellaneous Unclassified 


Plans by Type of Sponsorship 
No. of 
Plans 
Per- Per-  Cover- 
centage centage ing 
tr Distri- Depend- 
Sponsorship Plans bution Enrollment* bution ents 
13 6.1 171,508 (12) 3.5 
45 91.2 700,502 14.2 21 
Employer-Employee....... 60 28.3 T40, 867 (59) 15.0 24 
37 17.6 1,769,653 (36) 35.7 15 
Private Group Practice... 18 6.1 569,962 (10) 11.5 13 
40 18.9 895,071 18.0 37 
212 100.0 4,954,344 (206) 100.0 123 


—_— 
* Based upon 206 plans providing information, 


TABLE 3.—Types of Physicians’ Services Provided in 212 
Miscellaneous and Unclassified Plans 


No. of Plans Providing Physicians’ 
Services in 


Sponsorship Plans Hospital Office _ Clinie 

13 12 6 5 6 
45 43 33 29 18 
Employer-Employee........ 60 50 45 43 41 
37 19 15 13 27 
Private Group Practice..... 13 1] 11 11 11 
40 33 25 26 28 

er . 172 136 127 133 


tals. The likelihood that an inplant dispensary was 
available increased as the company size increased. 
Among the larger companies (over 2,500 employees ) 
there were almost three times as many maintaining dis- 
pensaries than were reported by the small companies 
(1-250 employees) (table 5). 

Preemployment examinations, physical examinations 
upon return to work from sickness or accident, periodic 
examinations, health counseling, visual, dental, hearing 
tests, and home visitation programs were among the 
services most frequently provided. In addition, but no 
less important, was the on-the-job treatment for minor 
illnesses to enable the employee to remain on the job, 
There was also substantial participation in community 
health programs such as chest x-ray. Other community 
programs deal with the problems relating to syphilis, 
cancer, Rh, and to a lesser extent, multiple screening. 

More than 5,000 physicians, about 3,400 nurses, and 
a large number of first-aid attendants were used in the 
inplant programs covered by the survey. Over half the 
companies used physicians employed full time, part time, 
or on a call basis. Table 6 shows companies reporting the 
number of physicians of each type, and the employees 
covered. 
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Since the characteristics of inplant health programs 
are of interest to the Commission, and since such pro- 
grams are an integral part of its study, it would be ex- 
tremely helpful if the total picture of facilities, personnel, 
types of services rendered, and physician relationships 
could be determined. Such a study would require an 
undertaking of major proportions, however. A ques- 
tionnaire has therefore been sent to the total member- 
ship (3,100) of the Industrial Medical Association ask- 


TABLE 5.—Companies with Inplant Facilities, 
Distribution by Size 
Percentage 
with 
Dispensaries 


1001-2500 


Size Group 


87.0 


ing medical directors to supply the Commission with 
information concerning medical programs for nonoccu- 
pational illness. The same questionnaire is also being 
used to elicit information on workmen’s compensation 
programs. 


TABLE 6.—Physicians in Inplant Programs 


Employment of No. of No. of No. of 
Physician Companies Physicians Employees 
172 12 1,406 677 
613 1,186 2 038,623 


The Commission also has available to it for study 10 
detailed case studies. Hitherto unpublished, these stud- 
ies of company medical programs contain a variety of 
examples not only of types of medical programs and 
scope of services, but, more important, of the relation- 
ships that exist between industrial physicians and gen- 
eral practitioners in the community. These are of par- 
ticular interest in that they contain elements of profes- 
sional and physician-patient relationships that may re- 
quire clarification. This material, together with the re- 
sults of our special survey, will enable the Commission to 
examine more fully the problem areas in this field of 
study and to arrive at possible recommendations. An ob- 
servation worth noting at this time is that the successful 
operation of many of these programs served as guides 
for the establishment of so-called union health centers. 
The Commission is studying union health centers under 
Miscellaneous and Unclassified Plans. 

Occupational Disability Programs—W orkmen’s Com- 
pensation.—The administratioin of medical and reha- 
bilitation aspects of workmen’s compensation has prob- 
ably been more sharply criticized both within and with- 
out the medical profession than any other aspect of the 
program. With a few notable exceptions the medical pro- 
fession has not concerned itself with workmen’s com- 
pensation medical practices, despite the size and impli- 
cations of the program. It is estimated that 21% of all 
accidental injuries in the United States are occupational. 
Disabling work injuries result annually in 16,000 fa- 
talities, 91,000 permanent disabilities (of which 1,600 
are “total”), and almost 2 million temporary disabilties. 


J.A.M.A., Dec. 3, 1955 


Medical care plans for occupational disability include 
such things as professional services and hospitalization, 
and are available to an estimated 39 million employees 
in 54 workmen’s compensation jurisdictions. In 1953 
medical care for accidental injuries was unlimited in 36 
jurisdictions. In the remaining 18, medical care was 
limited in time and/or amount. Time limitations ranged 
from 90 days in Alabama to two years in Michigan. 
Limitations in costs ranged from $225 in Pennsylvania 
to $2,500 in Kentucky, with the majority falling below 
$1,000. In general, medical care plans for occupational 
diseases in the 50 jurisdictions in which they were cov- 
ered were limited either to specified diseases and/or time 
or amount. Artificial appliances were furnished in 49 
jurisdictions although 9 limited this by including these 
costs in the total amount allowed for medical care. 
Medical costs usually represent 30% of total losses or 
19% of the total amount expended by employers to 
insure or self insure their risks (1952 estimated medical 
costs—260 million dollars ). 

The major issues today are: 1. Choice of Physician. 
In all but a handful of jurisdictions this right is vested 
in employers and strictly exercised. Since the majority 
of employers are insured with private carriers, this right 
is usually transferred to them. The bulk of workmen’s 
compensation medical practice has fallen into a few 
and not always the best hands. The result has been 
strained professional and patient relationships and the 
obvious inconsistency with organized medicine’s policies 
in all other areas of medical care. 2. Supervision of 
Medical Treatment. Little or no supervision is provided 
by administrative agencies either through lack of au- 
thority or facilities. Less than half have a medical de- 
partment and most not even one full-time physician. In 
the case of insured employers, claim adjusters have this 
responsibility. There are indications that the industrial 
relations departments of self-insurers are the dominant 
factors, even though professional personnel are available. 
By and large, supervision is in the hands of laymen. em- 
ployed at levels a considerable distance from policy- 
making. 

3. Supervision of Medical Costs. In 21 jurisdictions 
official fee schedules are used. These have been de- 
veloped over the years by administrative agencies with 
participation in most instances by state medical so- 
cieties. Although most agencies have the power to set 
fees, few do so except in disputed cases. Self-insurers 
and insurance carriers control costs by the simple ex- 
pedient of not using physicians whose charges are out 
of line with what they are willing to pay, regardless of 
the quality or amount of the service. A study of medical 
losses incurred by insured employers over a 10-year pe- 
riod in 39 jurisdictions has been made available to the 
Commission for its study (tables 7, 8, and 9). 

4. Medical Testimony. Aside from legitimate differ- 
ences over medical theory, there is increasing use of oral 
testimony as opposed to acceptance of written reports 
because of questionable scientific basis for physicians’ 
opinions which can be disclosed only by cross examina- 
tion. Here, too, the bulk of the work is in the hands of a 
few, known as “employer or employee doctors.” 5. Re- 
habilitation. Although the advantages of such a pro- 
gram are generally recognized, progress in the field of 
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workmens compensation has been considered slow. 
Much of the failure has been attributed to lack of co- 
operation by physicians, although a number of other 
factors are equally, if not more so, responsible. 
Selected statutory provisions related to coverage and 
medical benefits under workmen’s compensation have 
been prepared (tables 10 and 11). Additional data are 
needed to test the validity of some generally accepted 
concepts and especially to provide information not pres- 
ently available on self-insurers and some aspects of re- 
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cost of medical care under self-insurance programs, (5) 
the number and cost of occupational disability cases re- 
habilitated in public and private agencies. 

Two detailed studies by the Council on Industrial 
Health reflecting the general conditions of medical care 
and relations under workmen’s compensation are also 
under consideration. 

The Board of Trustees has before it certain recom- 
mendations from the Council on Industrial Health re- 
garding the issues raised in connection with workmen’s 


TaBLE 7.—Workmen’s Compensation Experience of Insured Employers in Thirty-Nine Jurisdictions by Base Periods * 
(Premiums Earned and Losses and Indemnity Incurred *) 


Premiums Earned 


Losses Incurred 


Indemnity Losses Ineurred 


Period 
In- 

Base Annual crease, Annual 

Jurisdiction Period % v.,$ 
x 1/1/42- 1/81/52 3,937 ,794 AZ 1,984,640 
1/1/42- 3/31/52 5,330 484 42 2 606,240 

1/1/42-12/31/51 88,943,458 137 46,623,876 

Connectieut.......... 1/1/42- 7/31/52 13,635,557 164 8,190,771 

Dist. of Columbia... 1/1/42- 4/80/52 3,867 552 59 1,957,301 
8/1/42-12/81/51 10,087,034 200 5,958,684 
1/1/42- 3/31/52 5,783,785 113 3,237 O88 
re 1/1/43- 7/81/52 1,857,913 155 747,923 
1/1/42- 4/30/52 490,710 280 244,539 
1/1/43- 6/80/52 37,479,362 105 22,423,554 

1/1/42- 4/80/52 13,210,032 100 7,221 ,885 

x 1/1/42- 7/31/52 6,284,528 19] 3,248,079 
1/1/42- 1/81/52 5,679,276 124 2,905,170 

x 1/1/42- 4/30/52 5,865,678 107 2,804,379 

x 1/1/42- 5/81/52 14,010,928 165 8,135,806 
1/1/48- 9/30/52 8,420,633 295 1,689,187 

1/1/42- 6/30/52 9,236,979 7s 4,949,737 

x Massachusetts....... 1/1, 42-12/31/51 33,384,365 147 19,556,377 
x 1/1/42- 1/81/52 29,223,996 155 13,524,480 

x MipnesOte.......... 1/1/42- 4/30/51 12,179,639 101 6,732,323 
Mississippi........... 1,/1/49- 4/30/52 6,854,629 N.A. 3,878,054 
1/1/43-10/31/52 16,198,616 123 8,850,961 
1/1/42- 3/31/52 S47,881 125 432,112 
1/1/42- 6/30/52 3,004,049 129 2,026,761 

x New Hampshire...... 1/1/42- 6/30/52 2,827,482 105 1,477,954 
New Mexico.......... 1/1/42- 4/30/52 2 320,958 144 1,308 ,036 

x 1/1, 42-12/31/51 168,954,638 112 91,857 ,923 
x North Carolina...... 8/1/42- 7/31/52 9,076,906 134 4,935,454 
ae 1/1/48- 5/81/52 11,498,745 143 6,091,710 

x Rhode Island........ 1/1/43- 7/31/52 6,052 995 93 3,724,127 
x South Carolina...... 10/1/41- 9/30/51 5,821,695 123 2,843,547 

x South Dakota....... 1/1/42- 5/81/52 685,746 159 315,692 

x 1/1/42- 4/30/52 7,040,803 1l4 3,549,656 

1/1/43-12/81/52 48,241,828 184 28,829,126 
7/1/44- 6/30/52 2,721,976 33 1,589,414 

x o> 1/1/48- 8/31/52 1,378,303 103 774,812 

x 1/1/42- 2/29/52 7,454,635 49 3,669,337 

x 1/1/42-12/31/51 18,983,725 G4 9,905,405 


AV. AV. Total Av. AV. Av. Case 
Period Ratio Share Period Ratio Share 
n- to of Total In- to of In- 
crease, P.E., P.E.8$ Annual crease, L.I., crease, 
% % Cents Av.,$ Cents Av.,$ % 
106 50 50 1,257 545 82 63 31.5 200 73 
97 49 49 1,747,491 74 67 32.8 276 69 
208 56 56 29,406,477 202 63 35.3 468 76 
226 54 54 1,287,379 258 60 32.4 337 114 
140 60 60 5,803,244 150 65 39.0 420 59 
113 51 51 1,208,273 117 62 31.7 363 117 
265 59 59 3,480 336 2492 58 34.2 197 114 
211 56 56 1,994,151 208 62 34.7 223 132 
120 40 40 437,801 100 59 23.6 242 21 
386 50 50 172,295 293 70 35.0 353 72 
126 60 60 14,876,824 124 66 39.6 392 94 
116 55 55 4,665,151 111 65 35.7 298 113 
239 52 52 1,807,584 287 56 29.1 247 121 
230 51 51 1,920,706 227 66 33.7 334 106 
159 45 48 1,842 254 152 66 31.7 30? 123 
270 58 58 5,878,127 262 72 41.8 876 171 
$22 49 49 1,027,692 St 61 29.9 217 22 
201 54 54 3,450,126 207 70 37.8 313 186 
224 59 59 13,392 665 260 68 40.1 405 236 
228 46 46 8,438,160 202 62 29.5 352 93 
160 55 55 4,186 660 155 62 34.1 320 105 
N.A 57 57 2,501,146 N.A 64 36.5 316 ~ 
127 55 55 6,273,748 116 71 39.0 297 109 
161 51 51 309,049 140 72 36.7 585 44 
159 51 51 ] ,222 820 161 OO 30.6 336 62 
128 52 52 936 028 lll 63 32.8 224 97 
340 56 56 SUS S863 378 6s 38.1 454 240 
118 54 54 67,453,179 117 7 39.4 661 68 
186 54 54 3,325,203 158 67 36.2 287 117 
217 58 53 4,496 285 218 74 39.2 536 116 
81 62 62 2,552,798 70 69 4?.8 411 69 
77 53 53 2,103,378 60 74 39.2 256 938 
148 46 46 189,626 115 60 27.6 269 81 
172 50 50 2 299,839 171 65 32.5 275 128 
233 60 60 20,870,883 2) 72 43.2 480 110 
114 58 58 990,190 96 62 36.0 219 146 
133 56 56 472,976 126 61 34.2 231 98 
126 49 49 2 180,602 115 59 28.9 204 75 
134 52 62 6,500 633 140 66 34.3 264 144 


* Data supplied by National Couneil on Compensation Insurance. 
t Premiums earned: i 
carned and losses incurred. 


}x in column, 1—physician may be selected by employee; 2—medical benefits limited In time and/or amount; 3—official 
cian selected by employer, unlimited medical benefits, and no official fee schedule. 


habilitation. Some of these topics are covered in the 
questionnaire sent to 3,100 members of the Industrial 
Medical Association. It may be possible to develop the 
remainder by correspondence with stock and mutual 
Carriers associations, administrative agencies and other 
sources. 

Little is known about (1) the coordination of occupa- 
tional and nonoccupational disability programs, (2) the 
number and conditions of employment of physicians 
engaged in workmen’s compensation practice, (3) the 
™ number of persons receiving medical care for occupa- 
tional disability under self-insurance programs, (4) the 


annual averages and period inereases; losses and Indemnity incurred: 


annual averages, period increases, and ratio to premiums 


tee schedule; blanks—physi- 


compensation. The Commission will consider as part of 
its study the actions of the Board of Trustees and the 
House of Delegates with regard to these problems. 
Policy Statements of the House of Delegates, Judicial 
Council Decisions, Enabling Acts and Court Decisions. 
—The six areas of studies outlined previously encom- 
pass the broad range of medical care programs under 
consideration by the members of the Commission. To 
these must be added three other spheres of study which 
are more directly connected with the role of the Asso- 
ciation and the medical profession in formulating its at- 
titude toward medical care plans. These three areas 
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present a historical perspective to all of the problems of 
medical care. They concern themselves with a study of 
(1) policy statements of the House of Delegates from 
1926 to the present date, (2) Judicial Council decisions 
relative to pertinent sections of the Principles of Medical 
Ethics from 1847 to date, and (3) enabling acts and 
court decisions that have a bearing on the medical care 


programs under study. 


SECTION 


J.A.M.A., Dec. 3, 1955 


A thorough analysis of the body of material in each of 
the foregoing categories is a necessary part of the work 
which the Commission is undertaking. These compila- 
tions have already been made and, based on preliminary 
study, have dictated the necessity for additional study 
that has yet to be carried on. Steps have been taken to 
correlate the decisions of the Judicial Council and the 


House of Delegates with the relevant sections of the 


TABLE 8.—Workmen’s Compensation Experience of Insured Employers in Thirty-Nine Jurisdictions by Base Periods * 
(Medical Losses Incurred t) 


Base 

32 8 Jurisdiction Period 
x 1/1/42- 1/31/52 
x California......... ines 1/1/42-12/31/51 
1/1/42- 7/31/52 
District of Columbia.. 1/1/42- 4/30/52 
eee 1/1/42- 4/30/52 
1/1/48- 6/30/52 
1/1/42- 4/30/52 
x 1/1/42- 7/31/52 
x ee 1/1/42- 4/30/52 
1/1/42- 6/30/52 
x Massachusetts........ 1/1/42-12/31/51 
x TTT 1/1/42- 1/31/51 
x 1/1/42- 4/30/51 
1/1/43-10/31/52 
1/1/42- 3/31/52 
x New Hampshire........ 1/1/42- 6/30/52 
1/1/42- 4/30/52 
x 1/1/42-12/31/51 
x North Carolina........ 8/1/42- 7/81/52 
Oklahoma...... 1/1/48- 5/31/52 
x Rhode Island.......... 1/1/43- 7/31/52 
x South Carolina........ 10/1/41- 9/30/51 
x South Dakota......... 1/1/42- 5/31/51 
x 1/1/42- 4/30/52 
x 1/1/438-12/31/52 
x 1/1/42- 2/29/52 


Total 


727 095 
858,749 
17,217,399 
843,504 
2,887 ,427 
749,028 


7,546,730 
2,556,734 
1,440,495 
984 464 
962,125 
2,257 679 
661,495 
1,499,611 
6,163,712 
5,086 320 
2,545,663 
1,377,808 
2,577,214 
123,063 
804,441 
641,926 
414,174 
24,404,744 
1,610,282 
1,595,425 
1,171,334 
740,169 
126,065 
1,249,816 
7,958,243 
599 225 
301,836 
1,488,734 
3,404,772 


AV. Av. 
Ratio to Share of 


Total 
Perio Losses Premiums 
Increase, Incurred, Earned $ 

% % Cents Av., $ 
156 37 18.5 21 
153 33 16.2 34 
218 37 20.7 (49)§ 
180 40 21.6 27 
122 35 21.0 (41) 
107 38 19.3 34 
805 42 24.8 85 
216 38 21.3 24 
156 41 16.4 (37) 
798 30 15.0 40 
132 34 20.4 (29) 
127 35 19.3 24 
189 44 22.9 (28) 
235 34 17.3 29 
172 34 16.3 27 
289 28 16.2 37 

80 39 19.1 82 
188 30 16.2 29 
166 32 18.9 N.A 
273 38 16.5 27 
168 38 20.9 33 
N.A, 36 20.5 46 
160 29 16.0 80 
223 28 14.3 37 
157 40 20.4 (33) 
160 37 19.2 32 
261 32 17.9 38 
120 27 14.6 50 
255 3: 17.8 24 
214 26 13.8 38 
109 1 19.2 (53) 
126 26 13.8 28 
206 40 18.4 30 
174 35 17.5 23 
269 28 16.8 37 
146 38 22.0 86 
144 39 21.8 26 
143 41 20.1 28 
124 34 17.7 30 


All Cases 


Inerease, 
% 


69 
72 
(52) 

111 
(55) 
87 


Compensable 
Cases 


Increase, 


Noncompensable 
Cases 


Increase, 


* Data supplied by National Council on Compensation Insurance. 


+ Annual averages, period increases, 
tx in column, 
cian selected by employer, 


§ Data in parentheses for: 


and ratios to premiums earned and losses incurred. 


1—physician may be selected by employee; 
unlimited medical benefits, 


Nebraska—1/1/46-6/30/52, Rhode Island—1/1/46- 7/81/52. 


E stimated. 


ro 


o2, 


TABLE 9.—Efject of Medical Control Factors on Medical and Indemnity Losses Incurred 


2—medical ee limited in time and/or amount; 3—official fee schedule; blanks—physi- 
and no official fee schedu 


California—1/1/45-12/31/51, Connecticut—1/1/45- 7/31/52, Hawaii—1/1/46-7/31/ INinois—1/1/46-6/30/52, lowa—1/1/42-7/31/52, 


— — 


1 
Physician 
Selected by 
Employee 


2 
Physician 
Selected by 
Employer 


8 4 5 
Unlimited Limited No Official ome 
Medical Medical Fee Fe 
Benefits Benefits Schedule Schedule 
Ratios for All Base Periods 
100 100 100 100 
32 35 33 31 
63 67 7 69 


Medians of Ratios for 


100 100 100 
34 35 35 
66 62 65 


All Base Periods 


100 


34 
66 


7 


Columns 
1, 3, 5 


100 


* States with combined factors 1, 


+ States with combined factors 2, 4, 6: 


Massachusetts, Minnesota, New Hampshire, Rhode 
Colorado, Georgia, Kansas, Montana 


Island, 


Wisconsin, 


8 t 


Columns 


| 
Av., $ Av., $ 
67 166 11 33 
0g 136 12 67 
(210) (108) (16) (38) 
128 100 13 78 
(171) (83) (16) (38) 
149 121 14 70 
2,478,348 91 154 14 80 
1,242 937 94 140 12 78 
310,122 (37) (121) (30) (16) (20) 
72,244 139 105 182 16 100 
(59) (131) (109) (14) (25) 
4 103 142 10 75 
(46) (120) (160) (13) (00) 
73 106 139 13 86 
106 100 179 12 56 
136 102 217 14 40 
48 6 113 13 25 V 
121 86 198 13 19 
N. A. 132 194 N.A. N. A. 
112 128 155 12 100 
96 143] 137]] 13 60 
1s 13] 21 15 14 
100 x4 158 12 78 
159 134 O4 17 57 
(67) (159) (45) (14) (70) 
100 91 174 12 50 
129 141 203 15 58 
100 174 90 17 57 
113 9? 298 10 63 
8] 129 135 15 50 
(77) (167) (103) (18) (50) 
76 65 162 1] 88 
RO 109 1908 14 50 
83 90 158 1] 56 
100 126 152 15 64 
o4 93 190 13 60 
100 97 139 1] 75 
71 OO 129 12 50 
1) 94 145 12 78 
_ = 
2,4,6 
100) 100) 100 
67 65 | 66 64 


TABLE. 10.—Selected Statutory Provisions for Coverage Under Workmen's Compensation Laws, January, 1953 


Exceptions from Coverage (2): 
Insurance Provided by: Oceu- Non- 
——, pational Employers hazardous 
Typeoft Private Self- State Diseases of Employ- Farm Domes- 
Jurisdiction Law Carrier Insurance Fund (12) Covered Less Than ment Labor ties Others (13) 
Alabama............. xX x J ~ xX x 
Alaska...... xX xX All None xX x x 
© x x Comp. 36 3 X (8) xX 
ATEANEAS. xX All ee x xX X 
We 0 X xX Comp. All None (3) (4) Xx 
xX x Comp. 24 es xX xX 
© (5) xX x All (5) xX xX xX 
District of Columbia © x xX All None xX xX 
00 E xX All 3 X x xX 
Georgia E x M4 10 xX x xX 
} X xX Comp None xX xX XxX 
C (5) X All (5) None xX X x 
E (6) Xx None xX x x 
E (6) xX X 16 None xX xX 
E X None 5 (7) X X xX os 
ee E xX Xx 2 3 X (8) xX xX 
E Xx i i 6 None xX xX xX as 
C Xx xX Comp All None xX X xX 
husetts X X All xX xX X 
X X Cc \ll 4 oe X X 
C xX All None ee X (8) a xX 
E X ll 11 xX xX X 
X Xx Comp. 1 None xX X 
E X x All None oe X X xX 
X xX Comp. All 4 (10) ; x (11) X 
E 25 5 ° xX X X 
C ee Excel, All None X xX X 
© X X Comp. None 2 xX xX X xX 
E Excl. All None X X xX as 
E X X Comp. 13 None xX xX xX 
South C E X ‘ All 15 XxX xX 
E X ‘ 45 3 xX xX xX 
United States 
C Exel. All None xX Xx xX 
Excl. None None xX xX X X 
FOOTNOTES: 
(1) Table omits publie employment except in United States jurisdiction. 


(2) Virtually all jurisdictions also exclude casual employment. Some minor exempt categories are omitted to avoid excessive detail. In most 
jurisdictions exempted employers may voluntarily choose coverage, but unlike ‘‘nonelection,” failure to yolunteer does not result In loss of 
any common-law defenses in damage suits. 

(3) Agricultural employers with payrolls of $500 or over are ey in absence of positive rejection. 

(4) Exempt unless employed by one employer over 52 hours a we 

(5) Elective for occupational diseases. 

(6) Compulsory for coal mining. 

(7) None in mining and building. 

(8) Threshing and/or other mechanized operations are ——_ in South Dakota, limited to commercial farming. 

(9) Except when commercially processing agricultural produc 

qo) a exception of 4 applies legally to as at aig employme nts but fs seldom actually applied owing to comprehensive definition of 
“hazardous.” 

bat Exempt unless employed 48 hours or more per week in cities of 40,000 or more. 

12) Comp., competitive state fund; Excl., Exclusive (monopolistic) state fund. 

(13) Includes one or more of the following: vendors or distributors or newspapers, charity workers, outworkers, industrial homework, professional 
athletes, a contractors, employees of common carriers, logging, sawmills, turpentine, woodcutters, blacksmiths, clerical workers, 

stock raising, et 

BOUL RCE: Adapted one Somers, H. M., and Somers, A. R.: Workmen's Compensation, New York, John Wiley & Sons, Ine., 1954. 

EXPLANATORY NOTES: 

It is the purpose of this table to give a general picture of compensation laws: therefore detailed modifications of statutory provisions and 
administrative practices in individual jurisdictions are not given. While all jurisdictions agree as to the principle of workmen's compensaton, no two 
of them have exactly the same benefits. The law meets particular conditions. No compensation law covers all employment. 

Two general methods are in effect in administering workmen’s compensation laws: 

1. By the courts in Alabama, Louisiana, New Hampshire, New Mexico, Tennessee and Wyoming; and 

2. By commissions, boards or bureaus created by law in all others, 

COLUMN A.—tType of Law 

Compensation laws are either compulsory or elective. A compulsory law requires every employer within ™ scope to accept its provisions and to 

provide the benefits specified. Under an elective law, the oe may either accept or reject the act, but in case of rejection, he loses the three 

common-law defenses—Assumption of Risk, Negligence of Fellow Employee, and Contributory Negligence. Workmen’s compensation laws are Com- 
pulsory in 22 states, the District of Columbia, Alaska, Hawaii, Puerto Rico, Federal Employees’ Compensation Act and the Longshoremen’s Act. 

Workmen’s Compensation laws are Elective in 26 states. 

COLUMN B.—Insurance Provided by: 

All jurisdictions require the employer either to obtain Insurance or to give proof of his financial ability to earry his own risk. Private insurance 

carriers provide insurance for employers in 41 states, the District of Columbia, Alaska, Hawail, and under the Longshoremen’s Act. Employers may 

felf-insure in 41 states, the District of Columbia, Alaska, Hawaii, and under the Longshoremen’ s Act. Employers may insure their risks in competitive 
state funds in 11 states. In 7 states and Puerto Rico, employers must insure with the exclusive. (monopolistic) state fund, Benefits are provided 
under the Federal Employees’ Gompansetien Act by Congressional appropriation. 

COLUMN D.—Exceptions from Cove 

Although most acts permit alamseae acceptance of {ts provisions by any employer, the following employers are exempt (if they wish) under 

compulsory laws: 

1 


Employers of less than 2 1n 1 state. Employers of less than 7 in 1 state. 
Employers of less than 8 in 9 states. Employers of less than 8 in 3 states, 
Employers of less than 4 in 6 states, Employers of Jess than 10 in 1 state. 
Employers of less than 6 in 6 states. Employers of less than 11 in 1 state, 
Employers of less than 6 in 1 state. —_ of less than 15 in 1 state. 


Employers in nonhazardous businesses in 10 states. 

Employers of farm labor in 88 states, the District of Columbia, and Alaska with modifications In 6 other states, 
Employers of domestics in 44 states, the District of Columbia, and Alaska with modifications in 2 other states, 
. Employers of employees in specified occupations (other) in 81 states and Alaska, 
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Principles of Medical Ethics and, further, to list all ac- reference to them. It should be pointed out, too, that each 
tions related to the same problem into special categories. committee of the Commission is not only responsible for 
This will enable the Commission to determine uniformity the areas of study assigned to it, but is also seriously 
(or lack of it) in the approach to specific problems, and weighing the past actions of the Association as they re- 
to arrive at what may be suitable recommendations with late to the specific areas of medical care plans. 


_ TABLE 11.—Selected Statutory Provisions Related to Medical Benefits Under Workmen’s Compensation Laws, January, 1953 


A. B. E. 
Maximum Time and Amount 
Physician Occupational Artificial Fee Available 
Jurisdiction Selected by Accidents Diseases Appliances Se (1952) 
tosis, 180 days 
Unlimited Unlimited Yes Yes 
silicosis and as- 
bestosis, 6 mo, 
E/C Unlimited Not covered Yes Yes 
limited 
EE 18 mo. $750 for silieosis Yes Yes 
silicosis and as- 
bestosis, $3,000 
EE Unlimited Unlimited Yes Yes Yes 
E/EE Unlimited Unlimited Yes Yes Yes 
plus hosp. plus hosp. 
EE/AA Unlimited Unlimited Yes Yes 
Js0 days hosp 180 days hosp. 
United States 
E Unlimited Unlimited Yes Yes 
) 
silicosis and as- 
bestosis 
E/EE Unlimited Yes (a) Yes Yes 
silicosis 
EE Unlimited Not covered Yes Yes 
FOOTNOTES: 


(a) Ineluded in total amount for medical ca 

(b) Replacement of artificial members if ‘Soamnned in accident. 

SOURCE; Adapted from Somers, H. M., and Somers, A. R.: Workmen’s Compensation, New York, John Wiley & Sons, Ine., 1954. 
EXPLANATORY NOTES: 
(COLUMN A.—Physician Seleeted by: 

In 31 States, Alaska, Distriet of Columbia, Hawaii, and under the Federal Employees’ and Longshoremen’s Acts, selection of physician is vested 
in the employer by statutory provision or judicial interpretation: in 19 of these jurisdictions, the carriers appear to assist in the selection made by 
> employer, Individual employers may permit employees to select the physician or surgeon under certain circumstances in a few jurisdictions 
( 

In 4 states, the employee may select the physician or surgeon from a panel furnished by the employer or carrier. In New York, the panel is 
established by the county medical societies and any doctor on the panel may be chosen. In Wisconsin, the state medical society issues a list of 
doctors who will accept workmen’s compensation cases, which list is usually adopted as the employer's panel (EE/P 
n 13 jurisdictions (8 of which are exclusive state fund jurisdictions) the employee may select any physician, provided that: 

In Minnesota, Nevada, North Dakota and Wyoming only initial selection of physician is unrestricted (EE) 

In Montana and W ashington, there are no contractual arrangements for medical care made by employers to the contrary (E/EE). 

In Ohio, self-insured employers may select the physician, while employers insured in the exclusive state fund must permit their employees to 
~e leet their own physicians or surgeons ( DE) 

4. In West Virginia, Oregon, Puerto Rico and Rhode Island, the selection is subject to the approval of the administrative agency which may 
transier the case to another physician (EE AA), 

n New Hampshire, the employee may ‘select ‘a qualified physician or other remedial care’ (EE). 
6. In Massachusetts, the employee may accept the services of the physician selected by the employer or select his own (EE). 
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SUMMARY AND RECOMMENDATIONS 

On the basis of the recommendations of each of the 
committees of the Commission and the thorough discus- 
sions that have taken place among all its members, the 
Commission on Medical Care Plans recognizes even 
more fully the tremendous responsibility with which it 
has been charged. It recognizes also the obligation it has 
to the medical profession and to the public, and there- 
fore feels that it cannot make any final recommendations 
to the Board of Trustees other than the three indicated 
below until it has pursued more intensively the areas of 
study under consideration. It feels that pronounced 
progress has been made thus far and that its efforts at 
further objective research and study will result in basic 
and fundamental recommendations, which it hopes will 
assist the medical profession and the Association in de- 
termining its future role in safeguarding the highest qual- 
ity of medical care for the American people. For the 
foregoing reasons, action has been deferred with respect 
to Resolutions 1 and 11 (1954 Clinical Session) and 
Resolutions 19, 50, 63, and 68 (1955 Annual Session). 

Each of the four committees appointed by the Chair- 
man has presented proposals and recommendations for 
further study and analysis that have been accepted by 
the Commission. A mail questionnaire technique is 
being employed to elicit additional information in several 
of the areas of study. The continuing collation of exist- 
ing data will also be of material assistance. 

Based upon its deliberations the Commission had 
three recommendations to make to the Board of 
Trustees. They were that: 


1. The report of the Council on Medical Service presented 
to the Board of Trustees on May 24, 1955, which included a 
suggested substitute resolution to Resolution 12 by Dr. James Z. 
Appel of Pennsylvania (Resolution on Relationship Between 
Component County Societies and Lay-Sponsored Health and 
Welfare Plans) be adopted, i. e.: 

“WHEREAS, The medical profession is dedicated to the pro- 
vision of medical care in the public interest; and 

“WHEREAS, It is essential in providing the best medical care 
to the public that the profession be concerned not only with 
the planning of facilities but also with the maintenance and 
improvement of standards therein: and 

“WHEREAS, The experience of the Council on Medical Service 
indicates that benefits may accrue to the public by encouraging 
state and county committee activities in this field; and 

‘WHEREAS, The profession recognizes that the community has 
a vital concern regarding the availability and operation of 
medical facilities; and 

“WHEREAS, Medical facilities are being sponsored or estab- 
lished by non-medical groups in some areas; therefore be it 

“Resolved, That constituent associations and component soci- 
eties be encouraged to designate committees whose functions 
may include but need not be limited to: 

1. Maintaining continuous studies with respect to existing 
health facilities as well as needs; 

2. Consulting with groups having an interest in health 
facilities; and 

3. Advising groups or individuals interested in sponsor- 
ing, establishing or improving health facilities.” 

2. The Board of Trustees recommend to the House of Dele- 
gates that the Constitution and Bylaws be amended to provide 
that amendments to the Principles of Medical Ethics proposed 
at a session of the House of Delegates shall be held over until 
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the next session before final action is taken; and that during this 
period the Judicial Council shall consider such proposed amend- 
ments and report to the House of Delegates at the Session at 
which final action is taken. 

3. The Pearson committee of the Commission be authorized 
to meet with leading figures among the general public in order 
to obtain their interpretations of the Principles of Medical 
Ethics. In the opinion of the Commission such a committee 
would not overlap the activities of the Hess labor-management 
liaison committee but would, in fact, supplement some of the 
latter's efforts. 

The Board of Trustees, at its meeting on Oct. 23, 
1955, voted to adopt recommendation | and to refer the 
substitute Resolution 12 to the House of Delegates; rec- 
ommendation 2 was approved and referred to the Coun- 
cil on Constitution and Bylaws for consideration and im- 
plementation at the Boston meeting, and action on rec- 
ommendation 3 was deferred until a later meeting. 

The Commission wishes to acknowledge the efforts of 
the headquarters staff in assembling for its use a vol- 
uminous and imposing array of materials and data. This 
exhaustive effort reflects the attitude of the Board of 
Trustees in assuring the Commission access to all avail- 
able resources through which its task can be expedited. 
It is indicative of an awareness of the high priority as- 
signed to this project, as well as the resolve that every 
effort will be expended to make the Commission’s study 
one that will be a contribution to the medical profession 
and to the public it serves. 


SESSION ON ALLERGY IN SECTION ON 
MISCELLANEOUS TOPICS, CHICAGO 
MEETING, 1956 


Any member who wishes to present a paper at the 
Allergy Session of the Annual Meeting to be held in 
Chicago should write for “Suggestions for Authors of 
Section Papers” and “Standing Rules of Sections.” Ab- 
stracts of papers will be accepted for possible inclusion 
in the program until Jan. 31, 1956. Time and place will 
be announced at a later date. For information write the 
Secretary, Lester L. Bartlett, M.D., 550 Grant St., 
Pittsburgh 19. 


CHANGES IN DIVISION OF THERAPY 
AND RESEARCH 


Effective Nov. 5, 1955, the Division of Therapy and 
Research, by action of the Board of Trustees, was re- 
named the Division of Councils of Therapy and Research 
and Dr. Robert T. Stormont was named Director. The 
Division is composed of the headquarters staff of the 
Council on Pharmacy and Chemistry, Council on Foods 
and Nutrition, Council on Physical Medicine, Committee 
on Research, Committee on Pesticides, Committee on 
Toxicology, Committee on Cosmetics, Bureau of In- 
vestigation, and A. M. A. Laboratories. In addition, 
Dr. Harold Kautz was designated Secretary of the Coun- 
cilon Pharmacy and Chemistry and Mrs. Veronica Con- 
ley, Secretary of the Committee on Cosmetics. 
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MEDICINE AND THE LAW 


HOSPITAL’S LIABILITY FOR NEGLIGENCE OF 
LABORATORY TECHNICIAN 


It has been the opinion of the House of Delegates of 
the American Medical Association since 1943 that the 
practice of medicine includes the practice of pathology 
or, to put it another way, that the practice of pathology 
is the practice of medicine. Since that time the question 
has often been raised as to whether or not certain labora- 
tory tests utilized by a pathologist are, in and of them- 
selves, the practice of medicine. One of the very few 
cases involving this question was recently decided by the 
supreme court, trial term, New York County, Part XX 
New York.' The case is of interest for both its legal and 
medical findings. 

Mrs. Berg, suffering from rheumatoid arthritis, en- 
tered the defendant’s hospital in March, 1947, for a 
course of treatment that involved among other things the 
administration of 500 cc. of blood. Prior to performing 
the transfusion, a sample of her blood was sent to the 
hospital’s laboratory and the technician who tested it 
reported that Mrs. Berg’s blood was type A, Rh positive. 
Pursuant to this report, she was transfused with Rh posi- 
tive blood, the transfusion being stopped when she 
started to develop an unfavorable reaction. Mrs. Berg 
was discharged from the hospital in April. In May or 
early June she became pregnant and was directed by her 
family physician to a laboratory in Elizabeth, N. J., for 
the purpose of determining her blood type and Rh fac- 
tor. It was then discovered, and later verified, that she 
was type A, Rh negative. 

The infusion of Rh positive blood into an Rh negative 
female, said the court, causes antibodies to be created, 
and she becomes sensitized. In the event that such a 
female should become pregnant with an Rh positive fetus, 
such antibodies will in all likelihood cause the fetus to 
have a blood disease known as fetal erythroblastosis, 
which, when very severe, may result in stillbirth. Dur- 
ing the course of Mrs. Berg’s pregnancy it was established 
that the fetus was an Rh positive one, since her titer index 
(the quantity of antibodies in the blood) rose sub- 
stantially. She was advised that this increased titer would 
in all probability be fatal to the fetus. On Dec. 2, 1947, 
the fetus died, but Mrs. Berg was advised to carry 
through for the full period. On Dec. 30, 1947, Mrs. 
Berg was admitted to St. Elizabeth’s Hospital in Eliza- 
beth, N. J., where, after an entire day of labor, she de- 
livered a stillborn macerated female fetus. Undoubtedly, 
said the court, the cause of the stillbirth was the infusion 
of the Rh positive blood into Mrs. Berg. This wrongful 
infusion of incompatible blood into the mother created 


v. New York Society for the Relief of the Ruptured and 


1. Ber 
Crippled, “136 N. Y. S. (2d) 528 (N. Y., Dec. 30, 1954) 
2. Wiener, A. S.: Personal Communication to the ‘Comentieee. 
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the blood disease of fetal erythroblastosis, which was the 
competent and producing cause of the macerated fetus. 

An Rh negative female has an excellent chance of 
carrying through uneventfully at least one Rh positive 
fetus, the court found, assuming, of course, that she has 
not previously been sensitized by a transfusion of Rh 
positive blood, which to her would be incompatible; she 
might even carry through successfully a second and third 
positive fetus. In this case Mrs. Berg became highly 
sensitized by the transfusions of incompatible Rh posi- 
tive blood. This sensitization undoubtedly caused the 
stillbirth. The result was that she could not thereafter 
carry through successfully an Rh positive fetus. Be- 
cause of the circumstances, the attending physician at 
the delivery found it necessary to use manual pressure 
upon the abdomen for a much longer period than is 
usual or customary. This unusual and sustained manual 
pressure caused various internal difficulties that subse- 
quently required medical treatment and ultimately an 
operation. Mrs. Berg suffered a cystocele, rectocele, and 
prolapsed uterus, and she subsequently submitted to a 
vaginal hysterectomy, thus not being able to become 
pregnant again. 

The evidence, said the court, supported the plaintiff's 
contention that the laboratory technician was negligent 
in performing the blood test to determine Mrs. Berg’s 
Rh factor. The defendant made no effort to explain how 
the mistake occurred but sought to get the plaintiff's 
witnesses to admit that the Rh positive finding could 
have been caused by weak or impure serum purchased 
from outside laboratories. The plaintiff's witnesses were 
in agreement, and the court found that weak or impure 
serum would result in an Rh negative finding but could 
never result in an Rh positive finding if the person being 
tested was, in fact, Rh negative. 

In a letter * dated Jan. 24, 1955, to the Committee 

on Medicolegal Problems, Dr. A. S. Wiener, Brooklyn, 
N. Y., member of the Committee, in discussing this case 
said, in part: 
“The fact is that a weak serum will give false negative re- 
actions, so that blood which is Rh positive might be incorrectly 
diagnosed as Rh negative. On the other hand, an impure or 
contaminated or nonspecific serum may give false positive re- 
actions so that blood which is Rh negative may be incorrectly 
diagnosed as Rh positive.” 

The primary contention raised by the defendant was 
that, even if the laboratory technician was negligent, it 
was not responsible for this negligence, because the per- 
formance of a test to determine the Rh factor of a blood 
sample taken from a patient is a medical act and not an 
administrative one. The court stated that whether the 
testing of blood for these purposes by a laboratory tech- 
nician employed in the hospital’s own laboratory is a 
medical act or an administrative one was a question of 
law and that in its opinion the test performed by the 
laboratory technician was an administrative act. It was 
held in this case that the technician was not performing 
any medical act but was conducting a simple chemical 
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test. In the opinion of the court the act did not involve 
or require any decision on the part of the technician as 
to treatment or care of the patient and did not embrace 
the exercise of judgment as to the nature, character, and 
symptoms of a disease, the determination of the proper 
remedy for the disease, or the giving or prescribing of a 
remedy for the disease. None of these elements was 
found to be present in the act performed by the defend- 
ant’s laboratory technician. Accordingly, the court de- 
cided that the laboratory technician was guilty of negli- 
gence, and judgments were awarded against the de- 
fendant hospital in favor of both Mrs. Berg and her 
husband. 

A District of Columbia case decided in 1950 * and a 
case decided by the New York appellate division in 
1953 * were cited in the Berg case as authority for the 
court’s decision. In the former the hospital was held li- 
able for the technician’s error, which resulted in trans- 
fusion of incompatible blood; in the latter the employer 
was held liable for injuries to a job applicant by a physi- 
cian in its medical department in obtaining a blood 
sample. 


3. National Homeopathic Hospital vy. Phillips, 181 F. (2d) 293. 
4. Mracheck vy. Sunshine Biscuit, Inc., 126 N. Y. S. (2d) 383. 


PUBLIC RELATIONS 


Tomorrow’s Citizens Learn Health Responsibilities 


Americans today are a lot better informed about good 
health and about medicine in general than ever before. 
But what about tomorrow’s citizens? Are they learning 
the essentials of individual good health? And what is 
equally important—are they learning that they have a 
vital stake in community health? 

Leadership in health education rightfully falls into 
the domain of the medical profession. Physicians know 
that their responsibilities to their patients and their com- 
munities encompass not only medical service but health 
education as well. Through speakers’ bureaus and health 
forums, and radio and television programs, physicians 
are bringing authentic health information to both adults 
and students. In at least one state, Tennessee, physi- 
cians and their wives are incorporating in their educa- 
tional activities a project designed to instill in the younger 
generation a feeling of responsibility for community 
health. 

For the past three years the Woman’s Auxiliary of the 
Tennessee State Medical Association has sponsored a 
statewide Health Project Contest in high schools. Now 
approved and distributed by the state department of edu- 
cation, the project is designed to bring groups of students 
together to work toward common health improvement 
goals in their schools and communities. Individual 
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classes or an entire school may enter the contest by se- 
lecting and carrying out a project such as a sanitation 
survey, an immunization drive, a nutrition program, a 
public health education campaign, or a similar activity. 
A $500 savings bond is awarded to the group complet- 
ing the best project, and a second prize of a $100 bond 
is given the runner-up. Two representatives of the class, 
group, or school winning the grand prize receive an ex- 
pense-paid trip to the annual meeting of the Tennessee 
State Medical Association to report on their project be- 
fore the association’s house of delegates. 

The contest’s aim is to teach Tennessee youth the 
value of good health and to illustrate the value of well- 
planned group action to the American way of life. In 
addition, the contest is designed to insure continued 
enlightened cooperation between the public and the 
medical profession toward the common goal of healthy 
and productive living through the wise application of the 
medical arts and sciences. 

The Tennessee State Medical Association in a report 
on this project said: “Our original contest was of the 
essay type, and reached the same small group each year 
without measurably affecting the majority of the students 
in the schools. We believe, because it is a ‘doing’ rather 
than a ‘writing’ contest, that it gives all the participating 
students an opportunity to gain a better insight into 
health problems and to think constructively toward their 
solution.” Encouragement for the contest is supplied by 
woman’s auxiliary members, who urge both teachers and 
students to take an active interest in the project. 


Public Relations Conference Tells 1956 Outlook 


“America, ’"56—What’s Ahead for American Medi- 
cine” was the theme for the American Medical Associa- 
tion’s 1955 Public Relations Conference, held on 
Nov. 28 at Boston’s Hotel Statler, just prior to the Asso- 
ciation’s Clinical Session. A penetrating discussion of 
the free enterprise system and the inroads made upon it 
in recent years by socializers, pinpointed to the interests 
of the medical profession was held. 

At the morning session, A. M. A. President-Elect 
Dwight H. Murray, Napa, Calif., gave the keynote 
address, followed by a symposium outlining what is 
ahead in 1956 in legislation, medical service, and public 
relations. Erle Cocke Jr., Atlanta, Ga., vice-president, 
Delta Airlines titled his luncheon address “Where 
Goes Our Nation?” Congressman Thomas B. Curtis, 
Missouri, and Leonard E. Read, president, Foundation 
for Economic Education, spoke on snowballing so- 
cial security at the afternoon session, and other outstand- 
ing speakers, including Massachusetts Governor Chris- 
tian A. Herter, appeared. Dr. Edward J. McCormick, 
Toledo, Ohio, past-president of the A. M. A., gave 
the concluding talk. 
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The national Medical Public Relations Conference is 
one of two annual public relations meetings conducted 
by the A. M. A. as a service to state and county medical 
societies. The conference is a policy meeting, planned 
primarily for society officers and committee chairmen 
who establish public relations policy. 


What the Doctor Never Hears 


When patients are unhappy or irritated about some ex- 
perience connected with securing medical care, they 
rarely take their complaints direct to the doctor. Gener- 
ally, the physician goes his way unaware of their griev- 
ances. Most of these complaints are aired over the 
bridge table, over lunch, or in any one of a hundred 
everyday situations. Occasionally, however, some in- 
dividuals feel strongly enough to write a letter to the 
editor of their newspaper. 

A recent letter of this type, published in the Fresno 

(Calif.) Bee, focuses attention on a doctor-patient rela- 
tionship problem requiring public relations action by in- 
dividual physicians. Here is a brief resume of the letter: 
“| have heard many people remark about the doctors of 
today spending so little time with you when you go in 
to see them. They hardly take time to find out what your 
ailment is before you're whizzed out of the room... . 
I was in a doctor’s office the other day waiting and a man 
said to me, ‘I sure hate to go in and see him. Every time 
I go in he looks like and treats me like a bear.’ I told 
him I have experienced the same thing and have heard 
others say that they have too. What is wrong, is the 
doctor angry because I am ill or because I don’t come 
in often enough? I always pay my bill at the time of the 
office call. . . . The doctor of yesterday was interested in 
making you well—not getting all the money he could 
from you.” 

The good will and friendship of patients are not won 
in hurried five-minute interviews or with the quick scrib- 
bling of a prescription. Often a physician must work 
hard to cultivate the gentle, interested, and reassuring 
manner that patients expect. This is no easy task when 
the physician is feeling the pressures of a busy practice 
and a demanding schedule. Patients resent being rushed 
through an interview with the doctor. The physician 
must give the impression he has plenty of time to listen 
to each patient’s problems. 

One physician points out, however, that “the com- 
plaint, perhaps minor to the doctor, is major to the pa- 
tient. Frequently listening patiently and making a care- 
ful examination means more to the patient than the drug 
or treatment prescribed.” 


Patients want and expect personalized treatment, and 
here are some suggestions from a number of doctors on 
how to give that type of “individualized service’: First, 
cultivate a calm, assured manner. Second, show interest 
in the patient. Third, give evidence of sympathy, yet 
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retain firm control of the interview. Fourth, give your 
full attention to the patient. People soon lose confidence 
in the “absent-minded professor” type of physician. And 
last, take time to listen patiently. With these public re- 
lation attitudes in mind, a physician can eliminate the 
sources of friction that lead some patients to voice their 
complaints to the world via the columns of the local 
newspaper. 


PRoblem Corner 


How can a physician convey to his patients his sincere 
desire to serve their medical needs to the best of his 
ability? How can he fully answer their many questions 
about various aspects of medical service, about hospital- 
ization, and about the cost of medical and related serv- 
ices? How can he explain the relationships of the various 
members of the medical team in order that his patients 
understand that complete medical care often is a co- 
operative thing? How can he best establish himself as 
his patient’s personal physician? 

Few physicians today can take time to achieve this 
kind of understanding with each patient through indi- 
vidual conversations. A number of physicians have 
written leaflets for their patients in which they attempt 
to answer some of these questions in advance. These 
individual doctors’ leaflets have been so well received 
by patients that the American Medical Association has 
prepared one as a service to its members, which physi- 
cians can distribute to their patients to build a better 
doctor-patient relationship. Entitled “To All My Pa- 
tients,” it is available in quantity free of charge to all 
members of the Association from the Public Relations 
Department. 


The pocket-sized “To All My Patients” explains the 
patient’s role in obtaining good care and points out that 
there are many kinds of doctors, but they all have the 
same goal—provision of top-quality medical service. 
It discusses briefly consultation, medical fees, bills for 
other medical expenses, the hospital, and medical in- 
surance. The leaflet opens with these words: “I appre- 
ciate the confidence you have expressed in me by select- 
ing me as your physician. I sincerely hope that I can 
give you and your family the kind of medical service you 
desire. If you have questions about my services or fees, 
hospitalization, or other aspects of your care, please dis- 
cuss them frankly with me. The best medical service is 
based on a friendly, mutual understanding between a 
doctor and his patient.” 

It concludes with this message: “It is difficult for a 
physician briefly to explain every service necessary in 
providing good care because each case is different. I 
sincerely hope this leaflet will give you a better under- 
standing of some of the services you may require. Again, 
I invite you to talk things over. If we do so, it will help 
me to become your personal physician in every sense of 
the word.” 
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CALIFORNIA 


Lecture on Poliomyelitis.—In the annual lecture series sponsored 
by University Extension and the University of California 
Medical School in Los Angeles, “The Epidemiology and Pre- 
vention of Poliomyelitis” will be presented by Dr. Edwin H. 
Lennette of the Viral and Rickettsial Disease Laboratory, 
California State Department of Public Health, Berkeley, Dec. 12, 
7:30 p. m. in the first floor lecture hall (room 13-105) of the 
medical center. 


Personal.—Dr. Lester Adelson, formerly of Cleveland, where 
he was chief deputy coroner of Cuyahoga County, has been 
appointed chief deputy coroner of Los Angeles County. His 
appointment and the charter amendment plan that is expected 
to result in the reorganization of the department, making the 
coroner a medical officer, conformed to recommendations by 
the Los Angeles County Medical Association. Dr. Wilton L. 
Halverson has been named by President Eisenhower to the 
International Development Advisory Board for a two year term. 
Since his resignation as state director of public health, Dr. 
Halverson has been chairman of the department of preventive 
medicine and public health of the University of California at 
Los Angeles School of Medicine. 


Rabies Endemic in Many Counties.—The California Depart- 
ment of Public Health has declared animal rabies endemic in 26 
counties on the basis of the increase in reported cases this year, 
291 cases (154 in dogs and 126 in wild animals) having been re- 
corded in the first 10 months. This compares with a total of 83 
cases (33 in dogs and 43 in wild animals) reported in 19 counties 
for all of 1954. Rabies currently is endemic in the counties of 
Alameda, Amador, Butte, Colusa, El Dorado, Fresno, Hum- 
boldt, Lake, Los Angeles, Marin, Mendocino, Merced, Monte- 
rey, Napa, Sacramento, San Benito, San Joaquin, Shasta, Solano, 
Sonoma, Stanislaus, Sutter, Tehama, Tulare, Ventura, and Yolo. 
Local health authorities in the 26 counties will determine, in con- 
sultation with the state health department, the nature of control 
actions required, including the boundaries for quarantine of dogs. 


COLORADO 

Narcotic Violation.—Dr. George L. Robinson, 1747 Williams 
St., Denver, pleaded guilty in the U. S. District Court at Denver 
Sept. 30 to a charge of violating the Federal narcotic law. On 
Oct. 4 he was sentenced to a term of one year and one day and 
is to be placed on probation for two years, to commence at the 
end of the time to be served. 


Memorial to Dr. Gerald Webb.—A Dr. Webb memorial com- 
mittee has been formed in Colorado Springs to further the estab- 
lishment in the new Glockner-Penrose Hospital of a memorial 
to the late Dr. Gerald B. Webb. Physicians serving on the 
committee include Harold H. Gile and John L. McDonald, 
Colorado Springs, John A. Sevier, Broadmoor, and James J. 
Waring, Denver, president of the Colorado Foundation for 
Research in Tuberculosis, which was founded by Dr. Webb in 
1924. Plans for the memorial came as a spontaneous develop- 
ment in the current building fund drive to replace the present 
Glockner-Penrose Hospital, of which Dr. Webb was a staff 
member for more than 50 years, with a modern 300-bed struc- 
ture, at a cost of about $5,400,000. 


CONNECTICUT 

Program on Neurologic Disorders.—Yale University School of 
Medicine will present a program, “Management of Chronic 
Neurologic Disorders,” at 4 p. m., Dec. 7, in the Trask Room, 


Physicians are invited to send to this department items of news of gen- 
eral interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


Yale-New Haven Medical Center. Collaborators will be Drs. 
William J. German, professor of neurosurgery, Gilbert H. 
Glaser, assistant professor of neurology, and Thomas F. Hines, 
assistant professor of medicine. 


Meeting on Cardiology.—On Dec. 14 at 8 p. m. “The Unequal 
Distribution of Red Cells and Plasma Within the Kidney: A 
Theory for Renal Hemodynamics” will be discussed by John R. 
Pappenheimer, Ph.D., professor of physiology, Harvard Medical 
School, Boston, under the sponsorship of the Cardiovascular 
Study Unit, Yale University School of Medicine, New Haven. 
The program, which is open without charge to all interested 
physicians, will be presented in the Fitkin Amphitheater. 


Lectures on Medical Economics.—A series of lectures on 
economics of medical practice will be presented by the Con- 
necticut State Medical Society and the department of public 
health, Yale University School of Medicine in the Brady 
Auditorium (310 Cedar St., New Haven) on Thursday at 4 p. m. 
The course, which comprises nine lecture and discussion classes, 
is Open to medical students, graduate students, law students, 
interns and residents, and physicians. The first lecture (Dec. 2), 
“Medical Organization in the United States: Its Functions and 
Objectives” will be delivered by Dr. Ernest B. Howard, Assistant 
Secretary, American Medical Association, Chicago. On Dec. 15 
“Entering Practice—Choosing a Location, Placement Services, 
State and Local Medical Societies, Professional Amenities, 
Announcements, Insurance” will be the subject of Dr. Creighton 
Barker, executive secretary, Connecticut State Medical Society. 


ILLINOIS 


Psychiatric Lecture.—Dr. Lewis L. Robbins, director, depart- 
ment of adult psychiatry, Menninger Foundation, Topeka, Kan., 
will present “Management of the Anxious Patient” Dec. 7, 
8 p. m., at the North Shore Health Resort, 225 Sheridan Rd., 
Winnetka. 


Dr. Proxmire Honored.—Dr. Theodore S. Proxmire, now in his 
50th year of practice in Lake Forest, was recently honored at 
the annual Lake Forest day, which he originated in 1909. Dr. 
Proxmire’s service to the community was the theme of floats in 
a parade that ended in West Park, where several hundred per- 
sons, at whose births he had officiated, participated in a program. 
The Lake Forest Woman’s club presented him with $500, which 
he turned over to the Multiple Sclerosis Foundation. 


Chicago 

Dr. Rodbard Goes to Buffalo.—The University of Buffalo has 
announced the appointment of Dr. Simon Rodbard, assistant 
director of the Medical Research Institute at Michael Reese 
Hospital, as director and professor of experimental medicine of 
its Chronic Disease Research Institute. 


Monthly Cardiac Conference.—The monthly clinicopathological 
cardiac conference of Cook County Hospital will be held Dec. 9 
from 11 a. m. to 12 noon in the Children’s Amphitheater, 700 
S. Wood St. “The Present Status of Atherosclerosis” will be pre- 
sented by Dr. Jeremiah Stamler, assistant director, cardiovascular 
department, Michael Reese Hospital. 


Annual Institute Meeting.—The Institute of Medicine of 
Chicago, 86 E. Randolph St., will hold its 40th annual meeting 
Dec. 6 at the Furniture Club of America, 17th floor, 667 N. 
McClurg Ct. The annual reception and dinner for fellows of the 
institute, their wives, and other guests will precede the annual 
meeting at 8:30 p. m. The presidential address, “And the Valley 
Awakened,” will be delivered at an open meeting, 9:30 p. m., 
by Dr. LeRoy H. Sloan. Telephone during the meeting: WHite- 
hall 4-8552. 
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First Lyon Award.—At the annual outing of the medical staff 
and alumni of St. Luke’s Hospital, Dr. Paul H. Holinger, presi- 
dent of the medical staff, presented the first Dr. Will F. Lyon 
award to Dr. Gerald J. Kavanaugh, formerly of Fargo, N. D., 
now a fellow at the Mayo Foundation, Rochester, Minn. The 
award, sponsored by International Harvester Company in honor 
of Dr. Lyon, retired head of their medical department, is given 
annually to the St. Luke’s intern who, “. . . in the performance 
of his duties, best exemplifies the high devotion and dedicated 
service which have characterized Dr. Lyon’s professional career.” 


American Hospital Association.—At the ground-breaking cere- 
mony, Nov. 9, for the proposed 17-story American Hospital 
Association headquarters and Center for Hospital Affairs at 
Pearson Street and Lake Shore Drive, Mayor Richard J. Daley 
said, “Chicago has often been described as the medical midpoint 
of the United States, and we think justly so—with so many fine 
national health organizations, medical teaching institutions and 
hospitals located here. We believe that the presence of the 
American Hospital Association headquarters and Center for 
Hospital Affairs will add to Chicago’s already great luster as 
a health center.” Other speakers included Dr. J. Roscoe Miller, 
president of Northwestern University, and Dr. Edwin L. Crosby, 
director of the American Hospital Association, who presided 
at the ceremonies. The new building, which will be constructed 
on a site made available to the association by Northwestern 
University, will cost about $4,850,000, 


KANSAS 

Medicolegal Seminar.—The Sedgwick County Medical Society 
will offer a seminar on legislative and medicolegal subjects, 
Jan. 6, 1956. Harvey T. Sethman, executive secretary, Colorado 
State Medical Society, will speak on national legislation affecting 
the practice of medicine. Mr. William Tinker, attorney for the 
Medical Protective Insurance Company, will speak on the in 
crease in malpractice suits. 


KENTUCKY 

Survey on Rehabilitation Needs.—The newly appointed Gover- 
nor’s Committee on Rehabilitation will conduct a survey to 
encompass the resources and needs for training the physically 
and mentally handicapped in Kentucky. The survey will be under 
the supervision of the Legislative Research Commission. Physi- 
cians serving on the committee are J. Gant Gaither, Hopkins- 
ville, president-elect, Kentucky State Medical Association; 
J. Murray Kinsman, Louisville, dean, University of Louisville 
School of Medicine; Franklin B. Moosnick and Marshal M. 
Jones, both of Lexington; and Asa Barnes, Louisville, who also 
serves as an alternate on the executive committee. 


MARYLAND 

Psychiatrist Goes to Ohio State——Dr. Benjamin Pasamanick, 
formerly associate professor, division of mental hygiene, Johns 
Hopkins School of Hygiene, Baltimore, has been appointed pro- 
fessor of psychiatry at the Ohio State University College of 
Medicine, Columbus, and director of research at the Columbus 
State Psychiatric Institute. Dr. Pasamanick organized and ad- 
ministered residential and outpatient children’s psychiatric serv- 
ices at the Michigan Neuropsychiatric Institute and the Kings 
County Hospital and has held teaching appointments at Yale 
University School of Medicine, New Haven, Conn.; University 
of Michigan Medical Scheol, Ann Arbor; Long Island College 
of Medicine, Brooklyn, now State University of New York; and 
Johns Hopkins University School of Medicine, Baltimore. In 
1949 he received the first Hofheimer Research prize awarded 
by the American Psychiatric Association. 


MASSACHUSETTS 


University News.—Tufts College, Medford, will hold its first 
academic convocation Dec. 8. The theme, “The Role of the 
Small University in American Higher Education,” will be de- 
veloped in symposiums at 10:30 a. m. in Cohen Auditorium. At 
3 p. m, the academic convocation will be held in the Cousens 
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Gymnasium. Guest speakers will be Arthur Sherwood Flem- 
ming, LL.D., Delaware, Ohio, and Roy Edward Larson, LL.D., 
L.H.D., New York City. 


Course on Cardiology.—“The Heart and Great Vessels in 1955” 
is the subject of a course that will be presented Dec. 5-10 at 
the Massachusetts General Hospital, Boston, under the auspices 
of the American College of Physicians and the direction of Dr. 
Paul D. White. The fee for A. C. P. members is $30; for non- 
members, $60. Among others, the officers of instruction will 
include the following out-of-state physicians: E. Cowles Andrus 
and Helen B. Taussig, Baltimore; Charles P. Bailey, Phila- 
delphia; Eugene Lepeschkin, Burlington, Vt.; Irvine H. Page, 
Cleveland; and Irving S. Wright, New York. There will be an 
appraisal of epidemiological and clinical follow-up studies, 
diagnostic techniques, and medical and surgical methods of 
treatment, 


MICHIGAN 

High Diabetes Mortality Rate—The Michigan Department of 
Health reports that among the five leading causes of death in 
Michigan, diabetes is the only disease with a death rate that is 
higher than the rate for the country as a whole. Michigan’s 
death rate in 1954 was 20.9 deaths per 100,000 population 
(1,469 diabetes deaths); the estimated rate for the nation was 15.4. 


MINNESOTA 

Personal.—Dr. Charles W. Mayo, Rochester, was recently 
elected a trustee of the University of Pennsylvania in Phila- 
delphia. Dr. Mayo is an alumnus of the University of Pennsyl- 
vania School of Medicine. 


Conference on Child Development.—The University of Minne- 
sota, Minneapolis, announces a conference on the concept of 
development, in recognition of 30 years of research in child 
development at the university under the leadership of John E. 
Anderson, Ph.D., professor, Institute of Child Welfare. Meet- 
ings will be held in the Museum of Natural History Auditorium, 
Dec. 8-10. Physicians participating will include: John A. Ander- 
son, head, department of pediatrics, University of Minnesota 
Medical School, Minneapolis (The Meaning of Growth and 
Development in the Practice of Pediatrics) and Hyman S. Lipp- 
man, director, Amherst H. Wilder Child Guidance Clinic, St. 
Paul (The Relation Between Early Childhood Development and 
Psychopathology). A dinner in honor of Dr. John E. Anderson 
will be held in the Junior Ballroom of the Coffman Memorial 
Union at 6:30 p. m., Dec. 8. Tickets, $3.50 each, may be secured 
from Dale B. Harris, Director, Institute of Child Welfare, 
University of Minnesota, Minneapolis 14. 


NEW JERSEY 


Personal.—Dr. Chester I. Ulmer, Gibbstown, was the guest of 
honor at a testimonial dinner sponsored by the Gibbstown Lions 
Club, Oct. 1, in recognition of his almost 40 years of professional 
service to the community. More than 400 citizens of Gibbstown 
and vicinity gathered in St. Michael’s Hall to pay tribute to 
Dr. and Mrs. Ulmer. 


Slide Seminar on Tumors.—The fifth annual slide seminar on 
“Unusual Tumors,” sponsored by the New Jersey Society of 
Clinical Pathologists and the New Jersey State Department of 
Health (Bureau of Pathology) will be held Dec. 10 at 2 p. m. 
at the Nurses Auditorium, Presbyterian Hospital, Newark. The 
moderator will be Dr. Arthur Purdy Stout of Francis Delafield 
Hospital, Columbia University College of Physicians and Sur- 
geons, New York. 


Meeting of Chest Physicians.—The New Jersey chapter, Ameri- 
can College of Chest Physicians, is presenting its fall scientific 
meeting Dec. 6, 8:45 p. m., at the Roosevelt Hospital for Chest 
Diseases in Metuchen. An x-ray conference dealing primarily 
with the residual sterile tuberculous cavity will have as panel 
discussants Drs. Oscar Auerbach, East Orange; Frank Bortone, 
Jersey City; Benjamin Copleman, Perth Amboy; Paul Geary, 
Plainfield; and Irving J. Selikoff, Paterson. 
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Martland Award.—The Essex County Pathological and Anatomi- 
cal Society offers a prize of $250 under the annual Harrison S. 
Martland award for the best unpublished paper on pathology or 
anatomy or any of their phases. The essayist shall be known 
to the committee of judges by number only. Contestants are 
limited to all qualified hospital interns and residents in the 
state of New Jersey. Contributions must be in English, in manu- 
script form, in five copies, not exceeding 5,000 words, and mailed 
not later than Dec. 15, 1955, to Dr. Murray W. Shulman, Chair- 
man, 913 S. 20th St., Newark 8. 


Second Martland Lecture.—The annual Harrison S. Martland 
dinner, Dec. 14, 6:30 p. m., at the Essex House, 1050 Broad St., 
Newark, will precede the second Harrison S. Martland Memorial 
Lecture by Dr. Arthur M. Fishberg, director of medicine, Beth 
Israel Hospital, New York City, at the Academy of Medicine 
of New Jersey, 91 Lincoln Park South, Newark. Dr. Fishberg 
will have as his subject “The Cerebral Phenomena of Hyper- 
tension and Their Treatment.” All members of the medical 
profession and their guests are invited to the dinner ($5 per 
person; dress optional) and the lecture. No reservations for the 
dinner will be accepted after Dec. 5. Mail checks to Dr. Royal 
A. Schaaf, Treasurer, 413 Mt. Prospect Ave., Newark. 


NEW YORK 


University News.—Albany Medical College of Union University 
announces the following promotions in its department of pedi- 
atrics: Dr. Edward S. Goodwin to clinical professor of pediatrics; 
Dr. Edward R. Schlesinger to assistant clinical professor of 
pediatrics; and Drs. Thomas F. Riedy Jr., Allan MacCollam, 
and John W. Abbuhl to instructor in pediatrics. 


Report on Fluorine Study.—The New York Institute of Clinical 
Oral Pathology announces an open meeting to which members 
of the medical, dental, and allied professions are invited. The 
final report on the Newburgh-Kingston Caries Fluorine Study 
(Dec. 12, 8:30 p. m., at the New York Academy of Medicine 
Building, 2 E. 103rd St.) will include: 


History of the Newburgh-Kingston Caries-Fluorine Study, Herman E, 
Hilleboe, Albany. 

Pediatric Aspects, Edward R. Schlesinger, Albany. 

Fluoride Metabolism, Harold C. Hodge, Ph.D., Rochester. 

Dental Aspects, David B. Ast, D.D.S., Albany. 


Named to Joint Post.—Dr. Jacob David Goldstein, associate 
professor in medicine and in bacteriology, University of Roches- 
ter School of Medicine and Dentistry, has been named to the 
joint post of professor of medicine at the State University of 
New York College of Medicine at New York City in Brooklyn 
and chief of medicine at the Jewish Hospital of Brooklyn. Dr. 
Goldstein served as director of laboratories at Genesee Hospital 
in Rochester from 1947 to 1951. During World War II he was 
a colonel in the Army Medical Corps, serving as chief of labora- 
tory services for the 19th General Hospital in England and 
France. 


New York City 


Hauswirth Lecture—The seventh annual Louis Hauswirth 
Lecture in Medicine, sponsored by the Beth David Hospital 
Alumni Association, will be delivered by Dr. Sidney C. Werner, 
associate professor of clinical medicine, chief of combined 
endocrine clinic, and associate attending physician, Presbyterian 
Hospital, Dec. 8, at 8:30 p. m. The lecture, “Selection of Therapy 
in Thyroid Diseases,” will be held at Beth David Hospital, 
161 E. 90th St. 


Meeting on Preoperative Care.—The New York chapter of the 
International Academy of Proctology invites members of the 
medical profession to a meeting on the preoperative management 
of colonic surgery at 8:30 p. m., Dec. 6, at the Hotel Plaza (Fifth 
Avenue and 59th Street). The following papers will be presented: 


Cardiorenal and Metabolic Factors, Pau! H. Kuhn. 

Fluid, Electrolyte, and Blood Constituent Balance, Kurt Lange. 

Use of Antibiotics in Colonic Surgery, Russell F, Cahoon, Pearl 
River, N. Y. 


Schoenberg Memorial Lecture—The Mark J. Schoenberg 
Memorial Lecture, sponsored jointly by the National Society for 
the Prevention of Blindness and the New York Society for 
Clinical Ophthalmology, will be given Dec. 5, 8:15 p. m., at 
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the New York Academy of Medicine. Dr. Irving H. Leopold, 
chairman, department of ophthalmology, Graduate School of 
Medicine, University of Pennsylvania, Philadelphia, will present 
“Advances in the Medical Treatment of Glaucoma.” All physi- 
cians will be welcome. 


Medical Lectures for the Public—The New York Academy of 
Medicine, 2 E. 103rd St., is presenting as its 21st series of 
Lectures to the Laity “Medicine and Anthropology,” with the 
support of the Wenner-Gren Foundation for Anthropological 
Research. The first lecture in the series, the Linsly R. Williams 
Memorial Lecture, “Man, Magic and Medicine,” was delivered 
by Dr. Paul Fejos, president of thé foundation, on' Nov. 23. 
On Dec. 7 at. 8:30 p. m. “The Ecology of Health” will be con- 
sidered by Marston Bates, Ph.D., professor of zoology, Univer- 
sity of Michigan, Ann Arbor. 


Personal.—Dr. Leon Roizin has been appointed principal re- 
search scientist, neuropathology, at the New York State Psychi- 
atric Institute to succeed Dr. Armando Ferraro, who retired 
last year——Dr. {. Herbert Scheinberg has resigned as principal 
research scientist, internal medicine, at the New York State 
Psychiatric Institute to become associate professor of medicine 
at the Albert Einstein College of Medicine. Dr. Bernard C. 
Holland has been appointed to succeed Dr. Scheinberg at the 
institute. Dr. Douglas Quick recently delivered the Herman 
L. Reiss Memorial Lecture on “Contributions of Radiation in 
the Treatment of Malignant Tumors of the Jaws,” before the 
New York Institute of Clinical Oral Pathology. 


Diarrheal Diseases of Infants——A conference on diarrheal dis- 
eases of the infant will be presented Dec. 8-9 at the Barbizon- 
Plaza Hotel (101 W. S8th St., at 6th Avenue) under the sponsor- 
ship of the section of biology, New York Academy of Sciences 
(2 E. 63rd St.). Presentations by out-of-state speakers include: 
Diarrheal Diseases of Man: A Historical Review and Global Appraisal, 
Albert V. Hardy, Jacksonville, Fla. 
Host-Microbe Relationships, Walter J. Nungester, Ann Arbor, Mich. 


Active and Passive Immunity of the Infant, Geoffrey Edsall, Washing- 
ton, D.C 


Salmonellae and Salmonellosis, Philip R. Edwards, Ph.D., Chamblee, Ga. 

An Epidemic of Salmonella Panama Infection in Infants, Frederick S. 
Leeder, Lansing, Mich. 

Enteropathogenic Escherichia Coli, William H. Ewing, Ph.D., Cham- 
blee, Ga. 

Infantile Diarrhea Due to Escherichia Coli, Cyril S. Stulberg and 
Wolf W. Zuelzer, Detroit. 

Studies on Enteropathogenic Escherichia Coli, Col. Robert B. Lindberg, 
Ph.D., Washington, D. C. 

Epidemiologic Studies of Enteropathogenic Escherichia Coli Diarrhea, 
Aaron H., Stock, Pittsburgh. 

Spread and Control of Escherichia Coli Diarrheal Disease, Warren E, 
Wheeler, Columbus, Ohio. 

Epidemic Diarrheal Disease of Suckling Mice, Francis §. Cheever, 
Pittsburgh. 

Significance of Viruses Recovered from the Intestinal Tract of Healthy 
Infants and Children, Albert B. Sabin, Cincinnati. 


OHIO 

Society News.—The Academy of Medicine of Cincinnati (152 
E. Fourth St.) will present “Some Recent Advances in Clinical 
Endocrinology” by Dr. E. Perry McCullagh, Cleveland, Dec. 6. 
——Officers of the Cincinnati Otolaryngological Society include: 
Dr. Ervin S. Ross, president, and Dr. Joseph A. Lane, treasurer. 


Memorial Postgraduate Day.—On Oct. 12 the active medical 
staff of Manfield General Hospital sponsored the first of a pro- 
posed annual “Dr. Harro Woltmann Postgraduate Day” as a 
memorial honoring Dr. Woltmann, a former staff member. The 
speakers were Dr. Harold J. Jeghers, Washington, D. C., and 
Drs. Harry Goldblatt, Stanley O. Hoerr, and Oscar D. Ratnoff, 
Cleveland. 


TENNESSEE 


Personal.—A portrait of Dr. R. Eustace Semmes, professor of 
neurological surgery, University of Tennessee College of 
Medicine, Memphis, was presented to the university by his 
former residents at the Baptist Memorial and John Gaston 
hospitals in Memphis. Presentation was made by Dr. Francis 
Murphey, Memphis, at a luncheon honoring Dr. Semmes. 
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Medical-Surgical Building.—The recently completed $731,033 
Medical-Surgical Building of the University of Tennessee 
College of Medicine, Memphis, adds 40,000 square feet of floor 
space to Memphis’ medical center. The first four floors of the 
seven-floor building, which connect with Gailor Memorial 
Psychiatric Hospital by corridors, will serve as the outpatient 
department of John Gaston Hospital. On the fifth floor will be 
a radioactive isotope clinic for study and treatment of selected 


Medical-Surgical Building in Memphis. 


diseases, an orthopedic clinic and cast room, and dermatology 
and hematology clinics. The sixth and seventh floors will be 
occupied by the west Tennessee laboratory of the state health 
department. 


VIRGINIA 


Stuart McGuire Lecture.—Dr. Richard W. TeLinde, professor 
of gynecology, Johns Hopkins University School of Medicine, 
Baltimore, will deliver the annual Stuart McGuire Lecture on 
endometriosis at the Medical College of Virginia, Richmond, 
Dec. 7. He will also participate in the symposium Dec. 8-9, 
with Drs. John L. Parks, Robert H. Barter, and Andrew A. 
Marchetti, Washington, D. C.; Drs. F. Bayard Carter and Roy T. 
Parker, Durham, N. C.; Dr. Houston S. Everett, Baltimore: 
Dr. Frank R. Lock, Winston-Salem, N. C.; Drs. William N. 
Thornton Jr. and John M. Nokes, Charlottesville; and Erling S. 
Hegre, Ph.D., Richmond. All lectures will be in the Baruch 
Auditorium of the Egyptian Building at the college. There is 
no charge for the McGuire Lecture, but there will be a charge 
of $5 a day for the symposium lectures, except to members of 
the faculty of the college, the University of Virginia School of 
Medicine, Charlottesville, physicians of the McGuire Veterans 
Administration Hospital, medical students, and members of 
the house staff of any hospital. 


WISCONSIN 

Course in Cardiology.—The University of Wisconsin Medical 
School, Madison, offers a graduate course in cardiology Dec. 6-8. 
A panel discussion will conclude the Tuesday sessions. Ward 
rounds are scheduled for Wednesday and Thursday, 8 a. m. 
The sessions will end Thursday afternoon after a symposium on 
hypertension. Registration fee is $5; course fee, $15. Appli- 
cations should be sent to Dr. Robert C. Parkin, University of 
Wisconsin Medical School, 418 N. Randall Ave., Madison 6. 
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Symposium on Metabolism.—The University of Wisconsin 
Medical School, Madison, presented a symposium, “Metabolic 
Aspects of Transport Across Cell Membranes,” Aug. 29-31, 
with the cooperation of the Wisconsin Alumni Research Foun- 
dation and the National Science Foundation. Dr. F. E. Shide- 
man, professor of pharmacology and toxicology, presided at a 
round-table discussion on “Transport of Organic Compounds 
Across Renal Epithelium.” Dr. Q. R. Murphy, associate pro- 
fessor of physiology, was chairman of the committee in charge 
of arrangements for the symposium. 


Program on Physical Diagnosis.—A postgraduate course on 
physical diagnosis is offered by Marquette University, Mil- 
waukee, on Wednesdays, Dec. 7-Jan. 18, from 10 a. m. to noon. 
Cardiology I, Cardiology Il, and Abdomen will be the subjects 
at Milwaukee County Hospital Dec. 7, 14, and 21 respectively. 
Musculoskeletal Diseases, Chest, and Neurology will be con- 
sidered at the Veterans Administration Hospital, Wood, Jan. 4, 
11, and 18, 1956, respectively. Dr. Joseph W. Rastetter, associ- 
ate professor of medicine and assistant director of the depart- 
ment of medicine, will be the director of the course. Registration 
is limited to 30 persons. The Wisconsin Academy of General 
Practice is allotting 12 credits. 


PUERTO RICO 


Annual Medical Meeting in Santurce.— The 52nd annual assem- 
bly of the Puerto Rico Medical Association will convene in 
Santurce Dec. 6-10 under the presidency of Dr. Ricardo F. 
Fernandez, Santurce. Dr. Elmer Hess, Erie, Pa., President of 
the American Medical Association, will deliver an address at 
the opening meeting Tuesday, 8 p. m., at the Hotel Caribe Hilton. 
He will also speak Wednesday, 9:30 p. m., at the association 
headquarters, Avenida Fernandez Juncos-Parada 19, his topic 
being “The General Practitioner as an Urologist.” The other 
guests of honor and their first presentations include: 
Jerome W. Conn, Ann Arbor, Mich., Clinical Implications of Aldos- 
terone, the Newly Recognized Adrenal Steroid. 
Bernard J. Alpers, Philadelphia, The Problems of Cerebral Aneurysm. 
William F. Finn, New York City, Induction and Stimulation of Labor. 
John H. Garlock, New York City, Surgical Treatment of Cancer of the 
Esophagus and Cardia with an Appraisal of Long Term Results. 
Arnold R. Rich, Baltimore, Studies on the Pathogenesis of Cirrhosis 
of the Liver. 
Rufus H. Alldredge, New Orleans, Cineplastic Method for Upper 
Extremity Amputation (illustrated by motion picture). 
A symposium on anemias in Puerto Rico is scheduled at the 
school of medicine at 2:30 p. m. Wednesday. Thursday morning 
will be devoted to the Capital Hospitals. The session will begin 
with ward rounds in all services at 8:30 a. m. and conclude at 
11 a. m. with a clinical pathological conference. A similar 
morning will be spent Friday at the Hospital San Patricio. The 
session at the association headquarters Friday afternoon will 
open with a symposium on breast cancer. The presidential re- 
ception is scheduled for Tuesday night, after the address by Dr. 
Hess, and the annual banquet for Saturday at the Caparra 
Country Club. 


GENERAL 


Meeting on Rheumatism.—The second interim scientific session 
of the American Rheumatism Association will convene Dec. 9 
at the Clinical Center, National Institutes of Health, Bethesda, 
Md. Eighteen papers will be presented. A tour of the labora- 
tories is scheduled for Friday afternoon. Dr. Charles L. Short, 
Boston, is president of the association. 


Meeting on Epilepsy.—The American League Against Epilepsy 
will hold its annual meeting Dec. 8 at the Roosevelt Hotel, 
New York City. The morning session will be devoted to a 
symposium on advances in medical therapy, for which Dr. 
William G. Lennox, Boston, will serve as chairman, and at 
9 a. m. will deliver opening remarks on the WHO Conference 
on Epilepsy. The afternoon session will open with the presi- 
dential address by Dr. Russell N. DeJong, Ann Arbor, Mich. 
In all, 17 presentations have been scheduled. 


Semmelweis Lecture.—At the annual S lweis meeting of 
the American-Hungarian Medical Association Dec. 9 at the 
Hosack Hall of the New York Academy of Medicine, Dr. Hans 
Selye, director of the Institute for Experimental Medicine and 
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Surgery, Montreal, Canada, will deliver the Semmelweis Lecture, 
“Recent Progress in the Study of Stress.” Dr. Selye will be pre- 
sented with the Ignatz Semmelweis medal, awarded annually by 
the American-Hungarian Medical Association to an outstanding 
scientist of Hungarian origin. Preceding the meeting he will be 
feted at a dinner in the Presidents Gallery of the New York 
Academy of Medicine. 


Teaching Legal Medicine in Law Schools.—The Association of 
American Law Schools will hold a meeting at the Conrad Hilton 
Hotel, Chicago, Dec. 28-30, at which there will be a round-table 
council on law and psychology to discuss the teaching of legal 
medicine in the law schools of the United States. Dr. Robert N. 
Hamlin is scheduled to present the program in legal medicine 
as it is taught at Harvard Law School, Cambridge, Mass., and 
Professor L. Whiting Farinholt Jr., of the University of Mary- 
land, Baltimore, Professor Polsky of Temple University, Phila- 
delphia, and Mr. Oliver Schroeder Jr. of Western Reserve 
University, Cleveland, will discuss the programs in their re- 
spective schools. 


Lalor Foundation Awards.— Ihe Lalor Foundation will offer 40 
awards in its 1956 series of summer awards for research in the 
biological sciences. These awards, available to members of 
college and university faculties (age limit, 40 years), are for 
advanced study and research employing chemistry or physics 
to attack problems in any field of biology. The awards will 
usually not exceed $900 for a single man or woman, $1,100 for 
a married person working at his home institution, and $1,200 
for a married person whose principal program is at another 
institution. Inquiries should be addressed to the Director of the 
Lalor Foundation, 4400 Lancaster Pike, Wilmington 5, Del. 
Final date for receipt of completed applications is Jan. 14, 1956. 


Radiologists Meet in Chicago.—The Radiological Society of 
North America will hold its 41st annual meeting at the Palmer 
House, Chicago, Dec. 12-16. The presidential address by Dr. 
Thomas B. Bond, Fort Worth, Texas, will precede “College 
Report on Present Status of Blue Cross and Blue Shield” by Dr. 
Warren W. Furey, Chicago, and “Radiation Control Legisla- 
tion” by Lauriston S. Taylor, A.B., Washington, D. C. Panels 
are scheduled on hemoptysis (Dr. Raymond R. Lanier, Chicago, 
moderator), curative treatment of cancer of the breast (Dr. 
Donald S. Childs Jr., Rochester, Minn., moderator), and the 
acute abdomen (Dr. Philip J. Hodes, Philadelphia, moderator). 
Dr. James W. J. Carpender, Chicago, will serve as moderator 
for a symposium on supervoltage. The annual banquet is 
scheduled for 8 p. m. Thursday. 


Annual Meeting on Nervous and Mental Disease.—The Associ- 
ation for Research in Nervous and Mental Disease will hold its 
3Sth annual meeting at the Hotel Roosevelt, New York City, 
Dec. 9-10. The subject, “The Neurologic and Psychiatric Aspects 
of the Disorders of Aging,” will be developed in 14 presentations 
preceding the Saturday afternoon panel discussion, “The Physi- 
cian’s Contribution to the Role of Older Persons in Society” 
(chairman, Dr. D. Ewen Cameron, Montreal, Canada), which 
will include: 
Acute Breakdowns, Eugene Meyer, Baltimore. 
Retirement, James S$. Tyhurst, Montreal, Canada. 
Retirement, with Special Emphasis on Retirement Plans, Mr. D. S. 
Sargent, New York. 
General Advice by the Physician, David Seegal, New York. 
Effects of Cultural Anticipations and Attitudes Toward Aging, Margaret 
Mead, Ph.D., New York. 
Psychotherapy of the Aged Person, Jack Weinberg, Chicago, 
Rehabilitation of the Aged, Frederic D. Zeman, New York. 


Muscular Dystrophy Projects—Muscular Dystrophy Associa- 
tions of America, Inc., 39 Broadway, New York 6, N. Y., re- 
cently allocated $175,642 for continuation of 13 research proj- 
ects and for 6 new scientific projects. The association, with its 
more than 200 chapters throughout the country, issued a call 
for 500,000 volunteers to join the 1955 March for Muscular 
Dystrophy during Thanksgiving Week to raise funds for con- 
tinued research, patient care, and a constantly expanding net- 
work of clinics nationwide. The association’s program of re- 
search includes construction of a muscle research center in New 
York City, adjacent to and allied with New York Hospital- 
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Cornell Medical Center. Two million dollars has been earmarked 
for the start of the project, which will be specially staffed and 
equipped, with provision for 50 laboratories, and will serve as 
a clearing house for research information. 


Pharmaceutical Manufacturers’ Award Dinner.— The American 
Pharmaceutical Manufacturers’ Association has scheduled its 
annual award dinner at the Waldorf-Astoria, New York City, 
Dec. 13, in connection with its combined midyear and eastern 
section meeting, Dec. 12-14. The association's 17th annual award 
will be bestowed on Dr. Charles W. Mayo, Rochester, Minn., 
for “providing a new therapeutic formula to aid international 
understanding in a politically sick world.” Dr. Mayo first took 
an active role in world political affairs in 1953 as a member of 
the U. S. delegation to the General Assembly of the United 
Nations. The following year he was elected president of the 
American Association for the United Nations. At the scientific 
sessions Dr. Morris Fishbein, Chicago, will speak on uniform 
procedures for product registration and labeling in Latin 
America. His presentation will include information on the 
recent conference of the Pan American Medical Confederation 
in Bogota, Colombia. During the medical and scientific session 
Tuesday afternoon, drug therapy in mental disease will be dis- 
cussed by Dr. Baldwin L. Keyes, Philadelphia, Dr. Francis J. 
O'Neill, Central Islip, N. Y., and Dr. Howard PD. Fabing, Cin- 
cinnati. The meetings will end with a luncheon at 12:30 p. m. 
Wednesday. The registration fee ($15) includes a ticket for the 
luncheon; extra tickets are available at $7.50. 


Society News.—Dr. Howard A. Rusk, president, International 
Society for the Welfare of Cripples, announces the appointment 
of Hendrik Nieuwenhuize, M.A., of Amsterdam, The Nether- 
lands, to the staff of the society. Before coming to New York, 
Mr. Nieuwenhuize served as secretary-general of the Netherlands 
National Federation for Mental Health——The National 
Multiple Sclerosis Society has appointed as scientific director 
Frederick L. Stone, Ph.D., assistant for professional services to 
the vice-chancellor, School of the Health Professions, University 
of Pittsburgh. Dr. Stone’s responsibility will be to develop re- 
search and medical programs and to administer all research 
grants and fellowships.———Newly elected officers of the Acad- 
emy of Psychosomatic Medicine include: Dr. Alfred J. Cantor, 
Flushing, N. Y., president; Dr. Samuel M. Poindexter, Boise, 
Idaho, president-elect; Dr. Harry Phillips, East St. Louis, HL. 
first vice-president; Dr. Carlos Seguin, Lima, Peru, second vice- 
president; Dr. Ethan Allan Brown, Boston, secretary; and Dr. 
George F. Sutherland, Baltimore, treasurer. Newly elected 
officers of the American Roentgen Ray Society include: Dr. 
Paul C. Hodges, Chicago, president; Dr. W. Edward Chamber- 
lain, Philadelphia, president-elect; Dr. Milo T. Harris, Spokane, 
Wash., first vice-president; Dr. John P. Medelman, White Bear 
Lake, Minn., second vice-president; Dr. Barton R. Young, 
Philadelphia, secretary; and Dr. Wendell G. Scott, Clayton, Mo., 
treasurer. 


Resident Exchange Program and the Horse Shoe Club.— | he 
American College of Surgeons announces a program of exchange 
of surgical residents between this country and Great Britain, 
under the sponsorship of the Horse Shoe Club. Arrangements 
for the exchange will be accomplished by the graduate training 
committee of the American College of Surgeons in this country. 
The original plans call for an exchange of about one year's 
duration, the American resident usually being at the second or 
third year level. Those coming from Great Britain may be some- 
what further along in their training programs but will be fitted 
into the American residency so as to provide the best opportunity 
for training and experience. The host institution is expected to 
provide for the living expenses of the visiting students, but the 
travel expense is to be borne by the parent hospital. The Horse 
Shoe Club, composed of British, Canadian, and American 
members, was founded in 1932 to foster friendship and the ex- 
change of medical, research, and clinical workers between the 
three countries. In Great Britain, the club offers hospitality to 
visitors from the United States and Canada and assists in making 
arrangements for visits to British hospitals. This exchange pro- 
gram does not interfere in any way with exchange programs 
that now exist or that may be established. Private arrangements 
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made between schools and hospitals in both countries are all 
important, and it is hoped that they will be amplified. Those 
responsible for approved programs of training in general surgery 
and the surgical specialties in this country are invited to par- 
ticipate in the exchange program. Inquiries should be addressed 
to the American College of Surgeons, 40 E. Erie St., Chicago 11. 


Meeting on Medical Education and Industry.—A conference on 
the education of physicians for industry will be held at the Mel- 
lon Institute, Pittsburgh, Dec. 6-8 under the sponsorship of the 
National Fund for Medical Education, the Association of 
American Medical Colleges, and the A. M. A. Council on In- 
dustrial Health and Council on Medical Education and Hos- 
pitals. Dr. Robert A. Kehoe, Cincinnati, conference chairman, 
will preside at the opening session Tuesday morning, at which 
the address of welcome by Dr. Edward R. Weidlein, Pittsburgh, 
president of the institute, will be followed by a seminar, “Re- 
sponsibilities of Society for Health in Our Industrial World.” 
Dr. Norvin C. Kiefer, New York City, chief medical director, 
Equitable Life Assurance Society of the United States, will out- 
line “Needs and Problems.” The problems of industrial health 
will be considered by Mr. William Seymour, senior vice-presi- 
dent, Liberty Mutual Insurance Company, for the industrialist; 
Dr. Leo Wade, New York City, medical director, Esso Standard 
Oil Company, for the medical administrator; and Clinton S. 
Golden, LL.D., Boston, former executive director, Trade Union 
Program, Graduate School of Business Administration, Harvard 
University, for the industrial worker. The seminar will be fol- 
lowed by panel sessions. Dr. Ward Darley, Denver, president, 
University of Colorado, will address the dinner meeting at 6:45 
p. m., his subject being “The Widening Horizons of Medical 
Education.” Panel sessions will be continued Wednesday. 
Thursday morning Dr. Vernon W. Lippard, New Haven, Conn., 
president, Association of American Medical Colleges, will give 
the summation and comment. Thursday afternoon will be de- 
voted to a symposium on medical education and industry, with 
Mr. S. Sloan Colt, New York City, president, National Fund 
for Medical Education, presiding. The address of welcome by 
General Matthew B. Ridgeway, Washington, D. C., chairman, 
Mellon Institute, will precede the symposium: 

Robert A. Moore, Pittsburgh, Medicine Tomorrow, 

Mr. Harry W. Anderson, Medicine and Manpower. 

Mr. M. J. Rathbone, Our Debt to Medical Science. 

Mr. Clifford F. Hood, Industry’s Stake in Rising Health Standards. 


LATIN AMERICA 

Congress of Pathologic Anatomy.—The first Latin-American 
Congress of Pathologic Anatomy will be held in Mexico City, 
Dec. 11-17, under the auspices of the president of Mexico, the 
secretariat of public health, and the Mexican Association of 
Pathologists, with the collaboration of the UNESCO Center of 
Scientific Cooperation for Latin America. Dr. Isaac Costero 
will be the president of the congress. Spanish, Portuguese, and 
English will be the official languages for official topics, lectures, 
and round-table discussions. The registration fee is about $16. 
Information can be obtained from: Instituto Nacional de Cardi- 
ologia, Avenida Cuahtemoc 300, Mexico, 7, D. F., Mexico. 


DEATHS IN OTHER COUNTRIES 

Dr. med. Karl Haedenkamp, who had long been active in the 
Association of German Physicians, died July 13 in Garmisch- 
Partenkirchen, Germany, after a brief illness. Dr. Haedenkamp 
had been awarded medals by the government of the West 
German Republic and the Paracelsus medal of the Society of 
German Physicians. 


Dr. Ghulam Muhammad Khan Baloch, M.D. (Pb.) M.R.C.P. 
(London), professor of medicine in Fatima Jinnah Medical 
College, Lahore, West Pakistan, died April 23 after a prolonged 
illness. Dr. Baloch, a graduate of the University ot the Punjab, 
was previously affiliated with the Department of Medicine, King 
Edward Medical College, Lahore. He was treasurer of the 
Pakistan Association for the Advancement of Science and of 
the Pakistan Science Conference 1953 (Medical Section), and 
served as secretary of the Pakistan Medical Association, Punjab 
Branch. 


J.A.M.A., Dec. 3, 1955 


CORRECTION 


American Diabetes Association.—In the Medical News, page 
1131 of the Nov. 12, 1955, issue of THe JourNAL, Dr. Henry 
Ricketts was referred to as “former president of the American 
Diabetes Association.” Dr. Ricketts is currently president of the 
association. 


MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1956 Annual Meeting, Chicago, June 11-15, 
1956 Clinical Meeting, Seattle, Nov. 27-30, 
1957 Annual Meeting, New York, June 3-7. 
1957 Clinical Meeting, Philadelphia, Dec. 3-6. 


ANNUAL CONGRESS ON INDUSTRIAL HEALTH, Sheraton-Cadillac Hotel, 
Detroit, Jan. 25-24. Mr. Clark D. Bridges, 535 N. Dearborn St., 
Chicago 10, Acting Secretary. 


AMERICAN ACADEMY OF DERMATOLOGY AND SyPHILOLOGY, Palmer House, 
Chicago, Dec. 3-8. Dr. James R. Webster, 55 East Washington St., 
Chicago 2, Secretary. 

AMERICAN ACADEMY OF OBSTETRICS AND GYNECOLOGY, Conrad Hilton 
Hotel, Chicago, Dec, 13. Dr. C. Paul Hodgkinson, 116 South Michigan 
Blvd., Chicago, Secretary. 

AMERICAN LEAGUE AGAINST EPILEpPsy, Roosevelt Hotel, New York, Dec. 8. 
Dr. Peter Kellaway, Baylor University College of Medicine, Houston 
25, Tex., Secretary. 

AMERICAN RHEUMATISM ASSOCIATION, Interim Session, National Institutes 
of Health, Bethesda, Md., Dec. 9. Dr. Edward F. Hartung, 580 Park 
Ave., New York 21, Secretary. 

ASSOCIATION FOR RESEARCH IN NERVOUS AND MENTAL DISEASES, Hotel 
Roosevelt, New York, Dec. 9-10. Dr. Clarence C. Hare, 710 West 
168th St., New York 32, Secretary. 


EASTERN SECTION, AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OtTO- 
LoGcicaL Society, Boston, Jan. 13. Dr. John A. Murtagh, Dartmouth 
College, Hanover, N. H., Vice President. 


Los ANGELES MIDWINTER MepiIcaAL CONVENTION, Biltmore Hotel, Los 
Angeles, Jan, 3-5. Dr. Paul D. Foster, 1925 Wilshire Blvd., Los Angeles 
58, General Chairman. 


MIDDLE SECTION, AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND O1o- 
LOGICAL Socitty, Netherland Plaza, Cincinnati, Jan. 16. Dr. Wiitliam 
H. Craddock, 2328 Auburn Ave., Cincinnati 19, Vice President. 

PuERTO Rico MEDICAL ASSOCIATION, Santurce, Dec. 7-11. Dr. Luis R. 
Guzman-Lopez, Box 9111, Santurce, Secretary. 


RADIOLOGICAL SOCIETY OF NORTH AMERICA, Palmer House, Chicago, Dec. 
11-16. Dr, Donald §. Childs, 713 E. Genesee St., Syracuse 2, N. Y., 
Secretary. 


REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 


WINSTON-SALEM, N. C., Dec. 8. Dr. Elbert Persons, Duke Hospital, 
Durham, N. C., Governor, 


SHREVEPORT, LA., Jan. 14, Dr. M. D. Hargrove, 803 Jordan St., Shreve- 
port, La., Governor. 

PHILADELPHIA, Jan, 20. Dr. Thomas M. McMillan, 330 South 9th St., 
Philadelphia 7, Governor. 


SECTIONAL MEETINGS, AMERICAN COLLEGE OF SURGEONS: 


JACKSONVILLE, Fia., Hotel George Washington, Jan. 16-18. Dr. Kenneth 
A. Morris, 2522 Oak St., Jacksonville 4, Fla., Chairman. 


SOUTHERN SECTION, AMERICAN FEDERATION FOR CLINICAL RESEARCH, Jung 
Hotel, New Orleans, Jan. 20. Dr. John H. Moyer, 1200 M.D. Anderson 
Bivd., Houston, Tex., Secretary, 

SOUTHERN SECTION, AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OtTo- 
LocicaL Society, The Shamrock, Houston, Texas, Jan. 27-28. Dr. J. M. 
Robison, 1304 Walker Ave., Houston 2, Texas, Chairman. 


SOUTHERN SURGICAL ASSOCIATION, The Homestead, Hot Springs, Va., 
Dec. 6-8. Dr. George G. Finney, 2947 St. Paul St., Baltimore 18, Secre- 
tary. 

SOUTHERN THORACIC SURGICAL ASSOCIATION, The Greenbrier, White Sul- 
phur Springs, W. Va., Dec. 2-5. Dr. Hawley H. Seiler, 442 West 
Lafayette St., Tampa 6, Fla. 

WESTERN SECTION, AMERICAN FEDERATION FOR CLINICAL RESEARCH, 
La Playa Hotel and Golden Bough Theater, Carmel, Calif., Jan. 25, 
Dr. B. H. Scribner, Veterans Administration Hospital, Seattle 8, Wash- 
ington, Secretary. 

WESTERN SECTION, AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTO- 
LOGICAL Society, County Medical Society Bldg., San Francisco, Jan. 21. 
Dr. David D. DeWeese, 1216 S.W. Yamhill St., Portland, Ore., Vice 
President. 
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FOREIGN AND INTERNATIONAL 

ALL INDIA MEDICAL CONFERENCE, Jaipur, India, Dec. 26-28. Dr. B. N. 
Consul, Association Bldg., S.M.S. Hospital Premises, Jaipur, India, 
Organizing Secretary. 

CANADIAN MEDICAL ASSOCIATION, Quebec, P. Q., Canada, June 10-14, 1956. 
Dr. Arthur D. Kelly, 150 St. George St., Toronto 5, Ont., Canada, 
Secretary. 

CONFERENCE OF INTERNATIONAL UNION FOR HEALTH EDUCATION OF THE 
Pusiic, Rome, Italy, Apr. 27-May 5, 1956. Mr. Lucien Viborel, 92 
rue St. Denis, Paris 1°", France, Secretary-General. 

CONGRESS OF INTERNATIONAL ANESIHESIA RESEARCH Miami Beach 
Fla., U.S.A., April 9-12, 1956. For information write: Dr. J 
Whitacre, 13951 Terrace Road, Cleveland 12, Ohio, U. S. A. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF LIMNOLOGY, Helsinki, Fin- 
land, July 26-Aug. 7, 1956. For information address: Dr. H. Luther, 
Snellmansgatan 16 C 36, Helsinki, Finland. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF LOGOPEDICS AND PHONIATRICS, 
Barcelona, Spain, Sept. 3-7, 1956. Dr. J. Perello, Provenza 319, Bar- 
celona 9, Spain, Secretary-General. 

CONGRESS OF INTERNATIONAL Society OF HEMATOLOGY, Hotel Somerset, 
Boston, Mass., U.S.A., Aug. 27-Sept. 1, 1956. Dr. W. C. Moloney, 
39 Bay State Road, Boston, Mass., U.S.A., Secretary. 

ConGress OF LATIN SOCIETY OF OPHTHALMOLOGY, Madrid, Spain, April 
24-28, 1956. For information address: Dr. Costi, Montalban 3, Madrid, 
Spain. 

EurOPEAN CONGRESS OF ALLERGOLOGY, Florence, Italy, Sept. 12-15, 1956, 
Prof. Umberto Serafini, Instituto de Patologia Medica, Viale Morgagni, 
Florence, Italy, Secretary-General. 

EUROPEAN CONGRESS OF CARDIOLOGY, Stockholm, Sweden, Sept. 10-14, 
1956. Dr. Karl Erik Grewin, Sodersjukhuset, Stockholm, Sweden, Gen- 
eral Secretary. 


EUROPEAN SYMPOSIUM ON VITAMIN Bio, Hamburg, Germany, May 1956, 
For information write: Doz. Dr. H. Bauer, Nervenklinik. Hamburg- 
Eppendorf, Germany. 

INTER-AMERICAN CONGRESS OF CARDIOLOGY, Havana, Cuba, Nov. 4-10, 
1956. For information address: Dr. Ramon Aixala, Apartado 2108, 
Havana, Cuba. 

INTERNATIONAL ACADEMY OF PATHOLOGY, Cincinnati, Ohio, U. S. m 
April 24-25, 1956. Dr. F. K. Mostofi, Armed Forces Institute of 
Pathology, Washington 25, D. C., U. S. A., Secretary. 


INTERNATIONAL CONGRESS AGAINST ALCOHOLISM, Istanbul, Turkey, Sept. 
10-15, 1956. For information address: International contre |’Alcoolisme, 
Case Gare 49, Lausanne, Switzerland. 

INTERNATIONAL CONGRESS OF ANTHROPOLOGICAL AND ETHNOLOGICAL Sct- 
ENCES, Philadelphia, Pa., U. S. A., Sept. 2-9, 1956. Dr. William N. 
Fenton, National Research Council, Division of Anthropology and 
Psychology, 2101 Constitution Avenue, Washington 25, D. C., U. S. A,, 
Secretary-General. 

INTERNATIONAL CONGRESS OF BLOOD TRANSFUSION, Boston, Mass., U. S. A,, 
Aug. 29-Sept. 2, 1956. Dr. J. Julliard, 57, Boulevard L’Auteuil, 
Boulonge-sur-Seine, France, Secretary General. 

INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, Cologne, Germany, 
Aug. 19-23, 1956. Mr. Murray Kornfeld, 112 East Chestnut St, 
Chicago 11, Illinois, U. S. A., Executive Director. 


. 


INTERNATIONAL CONGRESS OF ENTOMOLOGY, Montreal, Canada, Aug. 17-25, 
1956, Mr. J. A. Downes, Science Service Bldg., Carling Ave., Ottawa, 
Ont., Canada, Secretary. 


INTERNATIONAL CONGRESS OF GASTROENTEROLOGY, London, England, July 
18-21, 1956. Mr. Hermon Taylor, London Hospital, White Chapel, 
London E.1, England, Honorable Secretary. 


INTERNATIONAL CONGRESS FOR THE HISTORY OF SCIENCE, Florence and 
Milan, Italy, Sept. 3-10, 1956. Dr. M. L. Bonelli, Instituto di Ottica, 
Arcetri, Florence, Italy, Secretary-General. 

INTERNATIONAL CONGRESS OF HUMAN GENETICS, Copenhagen, Denmark, 
Aug. 1-6, 1956. For information address: The University Institute for 
Human Genetics, Tagensvej 14, Copenhagen N, Denmark. 


INTERNATIONAL CONGRESS OF HyDATID Disease, Athens, Greece, Sept. 
14-18, 1956. Prof. B. Kourias, Croix-Rouge Hellenique, 1 rue Mac- 
kenzie King, Athens, Greece, Secretary-General. 


INTERNATIONAL CONGRESS OF INTERNAL Mepicine, Madrid, Spain, Sept. 
19-23, 1956. Dr. J. C. De Oya and Dr. J. Gimena, Hostaleza No. 90, 
Madrid, Spain, Secretaries. 

INTERNATIONAL CONGRESS OF INIERNATIONAL COLLEGE OF SURGEONS, Palmer 
House, Chicago, Illinois, U. S. A., Sept. 9-13, 1956. Dr. Max Thorek, 
1516 Lake Shore Drive, Chicago, Illinois, U. S. A., Secretary-General. 


INTERNATIONAL CONGRESS OF NEO-HIPPOCRATIC MEDICINE, Montecatini, 
Terme, Italy, May 20-22, 1956. Dr. Valente, 41 Avenue Verdi, Monte- 
catini Terme, Italy, Secretary-General, 

INTERNATIONAL CONGRESS OF PAEDIATRICS, Copenhagen, Denmark, July 22. 
27, 1956. Professor P. Plum, Rigshospitalet, Copenhagen, Denmark, 
President. 

INTERNATIONAL CONGRESS OF PHYSICAL MEDICINE, Copenhagen, Denmark, 
August 20-24, 1956. Dr. B. Strandberg, Kobenhavns amts sygehus i 
Gentofte, Dept. of Rheumatology and Physical Medicine, Hellerup, 

Denmark, Honorable Secretary. 
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INTERNATIONAL CONGRESS OF PHYSIOPATHOLOGY OF ANIMAL REPRODUCTION 
AND ARTIFICIAL INSEMINATION, Cambridge, England, June 25-29, 1956, 
For information address: Dr. Joseph Edwards, Production Division, 
Milk Marketing Board, Thames Ditton, Surrey, England. 


INTERNATIONAL CONGRESS OF RADIOLOGY, Mexico, D. F., Mexico, July 22- 


28, 1956. Dr. Jose Noriega, Tepic 126 (2e piso), Mexico, D. F. 7 
Mexico, Secretary General. 


INTERNATIONAL CONGRESS OF WoRLD CONFEDERATION FOR PHYSICAL 
THERAPY, Hotel Statler, New York, New York, U. S. A., June 17-23, 
1956. For information address: Miss Mildred Elson, American Physic! 
Therapy Association, 1790 Broadway, New York 19, New York, U.S. A, 


INTERNATIONAL GENETICS SYMPOSIUM, Tokyo and Kyoto, Japan, Sept. 6-12, 
1956, For information address: Secretary, International Genetics Sym- 
posium, Science Council of Japan, Ueno Park, Tokyo, Japan. 


INTERNATIONAL PHYSIOLOGICAL CONGRESS, Brussels, Belgium, July 29 
Aug. 5, 1956. For information address: Prof. J. Reuse, Faculte de 
Medicine et de Pharmacie, 115 Boulevard de Waterloo, Brussels, 
Belgium, 


INTERNATIONAL PROFESSIONAL UNION OF GYNECOLOGISTS AND OBSTETRICIANS, 
Madrid, Spain, Sept. 28-29, 1956. Dr. Jacques Courtois, 1 rue Racine, 
St-Germain-en-Laye (S and QO), France, Permanent International 
Secretary-General. 

LATIN AMERICAN CONGRESS OF PATHOLOGY, Mexico, D. F., Mexico, Dee. 
11-17. For information address: Laboratorio de Anatomia Patologica, 
Instituto N, de Cardiologia, Avenida Cuauhtemoc 300, Mexico 7, D. F.,, 
Mexico. 

LATIN AMERICAN CONGRESS OF PHysICAL MEDICINE, San Juan, Puerto Rico 
and Curacao, N.W.1., Jan. 29-Feb. 8, 1956. Dr. Cassius Lopez de 
Victoria, 176 East 7lst St., New York 21, New York, U. S. A., Exec- 
utive Director. 


MEDICAL WOMEN’S INTERNATIONAL ASSOCIATION, EXTRAORDINARY GENERAL 
ASSEMBLY, Burgenstock, Nidwalden, Switzerland, Sept. 21-23, 1956. 
Dr. Janet Aitken, 30a Acacia Road, London N.W. 1, England, Secretary. 


NORTH QUEENSLAND MEDICAL CONFERENCE, Cairns, North Queensland, 
Australia, June 25-30, 1956. Dr. R. Horsfall, P.O Box 672, 
Cairns, N.Q., Australia, Secretary. 


PAN-AMERICAN ACADEMY OF GENERAL Practice, San Juan, Puerto Rico 
and Curacao, N.W.1., Jan. 29-Feb. 8, 1956. Dr. Arturo Martinez, 
54 East 72d St., New York 21, New York, U. S. A., Secretary, 


PaN AMERICAN CONGRESS OF GASTROENTEROLOGY, Havana, Cuba, Jan. 20- 


27, 1956. For information address: Dr. Norberto M. Stapler, 1267 
J. E. Uriburu, Buenos Aires, Argentine, S. A. 


PaN AMERICAN CONGRESS OF OPHTHALMOLOGY, Santiago, Chile, S. A., Jan. 
9-14, 1956. Dr. Rene Contardo, Huerfanos 930, Ot. 74, Santiago, Chile, 
Secretary General. 


- PAN AMERICAN CONGRESS OF OTORHINOLARYNGOLOGY AND BRONCHOESOPHA- 


GoLocy, San Juan, Puerto Rico, April 8-12, 1956. Dr. C. E. Munoz 
MacCormick, Apartado 9111, Santurce 29, Puerto Rico, Secretary 
General. 

Pan AMERICAN MEDICAL WOMEN’S ALLIANCE, Santiago, Chile, March 6-13, 
1956. For information address: Dr. Eva Cutright, 458 Beall Ave., 
Wooster, Ohio, U. S. A. 


WorLD CONGRESS ON FERTILITY AND STERILITY, Naples, Italy, May 18-26, 
1956. For information address: Prof. G. Tesauro, S. Andrea della Dame, 
19, Naples, Italy. 


WortD MEDICAL ASSOCIATION, Havana, Cuba, Oct. 9-15, 1956. Dr. Louis 
H. Bauer, 345 East 46th St., New York 17, New York, U. § 
Secretary-General. 


EXAMINATIONS 
AND LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 

NATIONAL BoarD oF Mepicat EXAMINERS: Various Centers. April 24-25 
(Part Il); June 19-20 (Parts I and Il); September 4-5 (Part 1). Candi- 
dates may file applications at any time but they must be received at 
least six weeks before the date of the examination for which application 
is made. New candidates should apply by formal registration; registered 
candidates may notify the board, indicating desired location, date and 
candidate number. Ex, Sec., Dr. John P. Hubbard, 133 South 36th St., 
Philadelphia 4. 


BOARDS OF MEDICAL EXAMINERS 

ALABAMA: Examination. Montgomery, June 19-21. Sec., Dr. D. G, Gill, 
State Office Bldg., Montgomery. 

Arizona:* Examination. Phoenix, Jan. 18-19. Reciprocity. Phoenix, Jan. 
21. Sec., Dr. M. R. Richter, 411 Security Bldg., Phoenix. 

DELAWARE: Examination. Dover, Jan, 10-12. Reciprocity. Dover, Jan. 19. 
Sec., Dr. Joseph S. McDaniel, Dover. 

District oF CoLuMBIA:* Reciprocity. Washington, Dec. 12, Deputy Direc- 
tor, Mr, Paul Foley, 1740 Massachusetts Ave. N.W., Washington 6, 
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GEORGIA: Examination and Reciprocity. Atlanta, June. Sec., Mr. R. C 
Coleman, 111 State Capitol, Atlanta. 


Ipano: Examination and Reciprocity. Boise, Jan. 9-11. Exec. Sec., Mr. 
Armand L. Bird, 364 Sonna Bldg., Boise. 


fr:tinois: Examination and Reciprocity. Chicago, Jan. 24-26. Supt. of 
Regis., Mr. Frederic B. Selcke, Capitol Building, Springfield. 


INDIANA: Examination. Indianapolis, June. Exec. Sec., Miss Ruth V. 
Kirk, 538 K. of P. Bldg., Indianapolis. 


MARYLAND: Examination. Baltimore, Dec, 13-16. Exec. Sec., Miss Hannah 
A. McCarthy, 1215 Cathedral St., Baltimore 1. 


MICHIGAN:* Examination, Ann Arbor and Detroit, June 13-15 (Tentative). 
Sec., Dr. E. C. Swanson, 118 Stevens T. Mason Bldg., Lansing. 


MINNESOTA:*® Examination. Minneapolis, Jan, 18-20. Sec., Dr. F. H. 
Magney, 230 Lowry Medical Arts Bldg., St. Paul 2. 


Mississippi: Reciprocity. Jackson, December. Asst. Sec., Dr. R. N. Whit- 
field, State Board of Health, Jackson. 


MONTANA: Examination and Reciprocity. Helena, April 3-4. Sec., Dr. S. A 
Cooney, 7 West 6th Ave., Helena. 


NEBRASKA:* Examination. Omaha, June 18-20. Director, Bureau of Exam- 
ining Boards, Mr. Husted K. Watson, 1009 State Capitol Bldg., Lincoin, 


Nevapa:* Examination and Reciprocity. Reno, Jan. 3. Sec., Dr. G. H. 
Ross, 112 N. Curry St., Carson City. 


New HAMPSHIRE: Examination and Endorsement. Concord, March 14. 
Sec., Dr. John S. Wheeler, 107 State House, Concord. 


New York: Examination. Albany, Buffalo, Syracuse and New York, Feb. 
7-10. Sec., Dr. Stiles D. Ezell, 23 S. Pearl St., Albany. 


NortH Carouina: Reciprocity. Durham, Jan. 16. Sec., Dr. Joseph J. 
Combs, Professional Bldg., Raleigh. 


Nori Dakota: Examination. Grand Forks, Jan. 4-6. Reciprocity. Grand 
Forks, Jan. 7. Sec., Dr. C. J. Glaspel, Box 228, Gratton. 


Ou1o: Examination. Columbus, Dec. 15-17. Sec., Dr. H. M. Platter, 
21 W. Broad St., Columbus. 


OKLAHOMA:* Examination. Oklahoma City, June 5-6. Sec., Dr. E. F. 
Lester, 813 Braniff Bldg., Oklahoma City. 


OrEGON:* Examination. Portland, Jan. 12-14. Exec. Sec.. Mr. Howard I. 
Bobbitt, 609 Failing Bldg., Portland. 


PENNSYLVANIA: Examination. Philadelphia, January. Acting Sec., Miss 
Marguerite G, Steiner, Box 911, Harrisburg. 


RuHopeE ISLAND:* Examination. Providence, Jan. 5-6. Admin. of Profes- 
sional Education, Mr. Thomas B. Casey, Room 366, State Office Bldg., 
Providence 2. 


SouTH Daxota:* Examination. Sioux Falls, Jan. 17-18. Exec. Sec. Mr. 
John C. Foster, 300 First National Bank Bldg., Sioux Falls. 


TENNESSEE:* Examination. Memphis, Dec. 21-22. Sec., Dr. H. W. Qualls, 
1635 Exchange Bidg., Memphis. 


WASHINGTION:* Examination. Seattle, Jan. 9-11. Reciprocity. Seattle, Jan. &, 
Secretary, Department of Licenses, Mr. Edward C. Dohm, Olympia. 


West VIRGINIA: Examination and Reciprocity. Charleston, Jan. 9-11. 
Sec., Dr. Newman H. Dyer, State Office Bldg., No. 3, Charleston §. 


WISCONSIN: Reciprocity and Examination. Madison, Jan. 10-12: Reci- 
procity, Madison, Spring; Reciprocity and Examination. Milwaukee, 
July 10-12. Sec., Dr. Thomas W. Tormey, Jr., 1140 State Office Bidg., 
Madison. 


WYOMING: Examination and Endorsement. Cheyenne, Feb. 6. Sec., Dr. 
Franklin D. Yoder, State Office Bldg., Cheyenne. 


ALASKA:* On application. Sec., Dr. W. M. Whitehead, 172 South Franklin 
St., Juneau. 

GUAM: The Commission on Licensure will meet whenever a candidate 
appears or submits his credentials. Sec., Dr. John E. Kennedy, Agana. 
Hawall: Examination. Honolulu, Jan. 9-12. Sec., Dr. I. L. Tilden, 1020 

Kapiolani, St., Honolulu. 


Puerto Rico: Examination. San Juan, Mar. 6-11. Sec., Dr. Joaquin 
Mercado Cruz, Box 3271, San Juan. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

ARIZONA: Examination and Reciprocity. Tucson, Dec. 20. Sec., Dr. H. 
D. Rhodes, University of Arizona, Tucson. 

ARKANSAS: Examination, Little Rock, May 4-5. Sec., Mr. S. C. Dellinger, 
Zoology Department, University of Arkansas, Fayetteville. 

District OF COLUMBIA: Examination. Washington, April 23-24. Deputy 
Director, Mr. Paul Foley, 1740 Massachusetts Ave. N.W., Wash- 
ington 6. 


lowa: Examination. Des Moines, Jan. 10, Sec., Dr. Ben H. Peterson, 
Coe College, Cedar Rapids. 


MICHIGAN: Examination, Detroit and Ann Arbor, Feb. 10-11. Sec., Mrs. 
Anne Baker, 410 W. Michigan Ave., Lansing 15. 


J.A.M.A., Dec. 3, 1955 


MINNESOTA: Examination. Minneapolis, Jan. 3-4. Sec., Dr. Raymond 'N, 
Bieter, 126 Millard Hall, University of Minnesota, Minneapolis. 
NEBRASKA: Examination. Omaha, Jan. 10-11. Sec., Mr. Husted K. Watson, 
Room 1009, State Capitol Bldg., Lincoln 9. 

NeVADA: Examination. Reno, Jan. 3. Sec., Dr. Donald G. Cooney, Box 
9005, University Station, Reno. , | 

New Menico: Examination. Santa Fe, Jan. 15. Sec., Mrs. Marguerite 


Cantrell, Box 1522, Santa Fe. 

OKLAHOMA: Examination, Oklahoma City, Mar. 30-31. Sec., Dr. E. F. 
Lester, 813 Braniff Bldg., Oklahoma City. 

OREGON: Examination, Portland, Dec. 3; March 3; June 2, Sept. 8 and 
Dec. 1. Dr. Earl M. Pallett, Sec., State Board of Higher Education, 
Eugene, 

TENNESSEE: Examination. Memphis, Dec. 30-31. Sec., Mr. O. W. Hyman, 
62 S. Dunlap St., Memphis 3. 

Texas: Examination. Galveston, Dallas, and such other locations as are 
warranted, April. Sec., Bro. Raphael Wilson, 407 Perry-Brooks Bidg., 
Austin, 

WASHINGTON: Examination. Seattle, Jan. 4-5. Secretary, Department of 
Licenses, Mr. Edward C. Dohm, Olympia. 

Wisconsin: Madison, Apr. 7. Final date for filing application is Mar, 30. 
Sec., Dr. W. H. Barber, 621 Ransom St., Ripon. 

ALASKA: On application, Juneau or other towns in Territory as decided 
by Board. Reciprocity. On application, Sec., Dr. C. Earl Albrecht, 
Box 1931, Juneau. 


*Basic Science Certificate required. 
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The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the informa- 
tion of readers of THe JOURNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 
Monday, Dec. 12 


NBC-TV, 11 a. m.-12 noon EST. “Medical and Health News 
with Howard Whitman,” a segment of the “Home” show. 
ABC-TV, 9:30 p. m. EST. “Medical Horizons” deals with 
industrial medicine, especially emphasizing the effects of noise 
on hearing, in a program from the Institute of Industrial 
Health, University of Michigan Medical Center, Ann Arbor. 
Presented in cooperation with the American Medical Asso- 
ciation. 
Tuesday, Dec. 13 
ABC-TV, 9:30 p. m. EST. “Dupont Cavalcade Theater” pre- 
sents “Doctor on Wheels,” the story of medical student who 
becomes a polio victim. Dr. Paul O. Shearer completes his 
education at the College of Medical Evangelists in a wheel 
chair and goes into internship in Glendale, Calif. 
MAGAZINES 
Saturday Evening Post, Dec. 3, 1955 
“The Men with Deadly Dreams,” by Nils P. Larson, M.D. 
From Hawaii a doctor reports on one of the most puzzling 


mysteries known to medical scientists. Men go to bed in 
sound health and dream themselves to death. 
Parents’ Magazine, December, 1955 

“What to Do If You Are All Tired Out,” by Elizabeth George 

Speare 
This article directed at mothers quotes the president of the 
Connecticut Heart Association as saying “patients seeking 
an explanation for fatigue comprise a large part of a phy- 
sician’s practice.” The author suggests self-analysis to de- 
termine what is causing the fatigue and lists “practical 
measures” to relieve it. 

“How to Stop Baby Feeding Problems Before They Start,” 

by Ruth Newburn Sedam 
Pediatricians Dr. Preston A. McLendon, George Washing- 
ton University Hospital, and Dr. Otto Faust, Albany Hos- 
pital, give advice on infant feeding problems. 
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GOVERNMENT SERVICES 


AIR FORCE 


Colonel Byrnes Wins Award.—Col. Victor A. Byrnes, M. C., of 
the Air Force, was presented with the Gorgas medal, Nov. 9, 
at the military surgeons meeting in Washington for his work in 
retinal burns due to atomic explosions. The award consists of 
a silver medal, scroll, and an honorarium of $500. Colonel 
Byrnes is a flight surgeon and a graduate of the Army Command 
and General Staff School. At present he is director of protes- 
sional services, surgeon general's office, Washington, D. C. 


NAVY 


Committee on Hearing and Bioacoustics.— the armed forces 
are confronted today with many problems on hearing and bio- 
acoustics that are peculiar to the services. The armed forces- 
national research council committee on hearing and bioacoustics 
was organized to provide advice on these unique service prob- 
lems: effects and control of noise, auditory discrimination, 
speech, communication, the fundamental mechanism of hearing, 
and auditory standards. The full committee of about 80 mem- 
bers comprises representatives from the armed forces and civil- 
ians appointed by the national research council. The latter group 
includes engineers and scientists in the fields of acoustics, vibra- 
tions, psychology, physiology, and medicine. The British and 
Canadian governments are represented also. Capt. C. P. Phoebus, 
M. C., U. S. Navy, was elected chairman of the committee at 
a meeting of the executive council in Washington on Oct. 24. 
Dr. Phoebus, a special assistant for biosciences in the office of 
naval research, succeeds Dr. R. H. Bolt, chairman since the 
committee was organized in 1953, who is with the acoustics 
laboratory of the Massachusetts Institute of Technology at 
Cambridge, Mass. 


Reserve Officer Schools.—About 72 Naval Reserve officer 
schools are located throughout all continental naval districts. 
The courses available to medical department officers are military 
justice (2 semesters): personnel administration (1 semester); 
leadership (1 semester); and administration and education and 
training (2 semesters). Enrollment is open te any inactive duty 
Naval Reserve officer in good standing in the Naval Reserve. 

This program, which is essentially nonpay, is administered 
on the basis of an academic year of two semesters, with classes 
held during September through June. Twenty drills a semester 
are scheduled, and each officer must attend a minimum of 0‘ 
of the periods of instruction and pass examinations given peri- 
odically and at the end of the course to complete the course 
satisfactorily. Promotion and retirement points are credited. 
Fourteen days active duty for training with pay is available each 
year to all officers who are enrolled in Naval Reserve officer 
schools. 


PUBLIC HEALTH SERVICE 


Dr. Vonderiehr Retires —Dr. Raymond A. Vonderiehr. medica! 
director of the region four office, L. S. Department of Healtt 
Education. and Welfare, at Atlanta. Ga., retired from active 
government service Nov. ] and wil] be succeeded in that assign- 
ment by Dr. W. H. Aufranc. Dr. Vonderlehr. a commissioned 
officer of the Public Health Service for 30 vears, served for five 
years as medical director in charge of the service's communicable 
disease center in Atlanta. Ga. Formerly he was assistant sur- 
geon general and chief of the division of venereal disease and 
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quarantine officer for the United States at ports in burope and 
the British Isles. He is the co-author of two books: “Plain 
Words About Venereal Diseases.” and “the Control of VoD.” 


Professor Barany to Lecture, Prot. Ho Barany of the 
University of Upsala, Sweden, will lecture Deo. 8, 19SS, at the 
National Institutes of Health, Bethesda, Md. As guest of the 
Ophthalmology Branch, National tnstitute of Neurological Dis 
eases and Blindness, he will speak on “Bactors Controtling the 
Resistance to Flow Through the Chamber Angle.” All interested 
persons are invited to attend at & poo om. room LON 
clinical center, 


VETERANS ADMINISTRATION 


Special Treatment Program for Long-Term Patients. | one 
term veteran patients, some hospitalized 20 years or more, will 
be concentrated in special sections of Veterans Administration 
hospitals for a new program of specialized treatment to promote 
their recovery. The intermediate program, as it is known, os 
underway in 30 VA hospitals and will be expanded to others 
as rapidly as they qualify. The objective is to provide active 
rather than custodial care for those long-term patients in the 
VA hospital system who no longer need definitive hospital treat 
ment, cannot return home, and lack the capabilities necessary 
for the new planned-living program in VA domiciliaries 

Specially qualified staffs are required to man these sections 
For each long-term patient, a maintenance rehabilitation pro 
vram will be instituted immediately to retain the benefits of 
hospital care already given and to prevent the development of 
disabilities resulting from physical inactivity. Moreover, the 
section staff will gear a planned activity program to each 
patient's capacity and need for recreational, spiritual, and social 
activities. Dr. William S. Middleton, chief medical director, 
said periodic reviews will be made of each patient's rehabilitation 
progress with the objective of planning for his discharge when 
indicated. 

Ihe program first underwent extensive tests in five combina 
tion hospital and domiciliary centers. When these tests proved 
successful, the program was expanded to the 430 hospitals now 
using it. A study recently completed indicates that 4,24? lony 
term patients in VA hospitals already meet the criteria fos 
admission to these specialized sections in general medical and 
surgical hospitals and that 3,917 domiciliary members also are 
eligible and would be benefited by the increased medical care 
afforded in such sections 

She problem of caring for the aging and chronically ill 
patients in VA hospitals has been under special study for several 
years, and the current program has resulted from these studies 
[he need to develop long-range plans to cope with this problem 
is inherent in the present veteran population of 22,000,000 
according to Dr. Middleton, since a considerable number will 
eventually require long-term hospital care. He said $44,000 
velerans now are 6% years of age, but only five years hence the 
number 1s expected to exceed | 740.000 

The average age of the 110,000 veterans in VA hospitals is 
48. in comparison with the average of 4% years for the veteran 
population as a whole. About 10,000 VA patients are over 65 
About 34.000 of VA's current load of 
been hospitalized for more than five years, with some 9,000 of 
the 34.000 having been hospitalized for 20 years or more. Be 


110,000 patients have 


cause of this existing load, Dr. Middleton said the intermediate 
program for the present will be primarily restricted to patients 
and domiciliary members already in the VA hospital and 


domiciliary system 


Hospital News.—Dr. Jhomas A. ©. Kennie, New York City 
addressed the staff of the VA Hospital at Northport, 1. 1, New 
York, Nov. 3 on “The Emergence of Social Psychiatry as a 
New Branch of Psychiatry: Theory and Research Findings 
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DEATHS 


Bohan, Peter Thomas ® Kansas City, Mo.; born in Seaton, IIl., 
Jan. 16, 1874; Rush Medical College, Chicago, 1900; specialist 
certified by the American Board of Internal Medicine; since 1946 
emeritus professor of medicine at the University of Kansas 
School of Medicine, where he joined the faculty as instructor 
of medicine in 1908, became professor of medicine in 1914, was 
acting chairman of the department of medicine from 1917 to 
1919, and in 1946 its alumni established the annual Bohan 
Lecture in appreciation of his services as a teacher; formerly 
served on the state board of health; at one time vice-president 
of the Missouri State Medical Association; first president of the 
Kansas City Heart Association; past-president of the Kansas City 
Southwest Clinical Society; founding member of the Kansas 
City Academy of Medicine; an active member of the executive 
staff at St. Luke’s Hospital; on the staffs of the Kansas City 
General, St. Mary’s, and St. Margaret's hospitals; died Oct. 2, 
aged 81, of acute myocardial infarct. 


Block, Siegfried ® New York City; born in Berne, Switzerland, 
Sept. 22, 1882; Long Island College Hospital, Brooklyn, 1905; 
for many years on the faculty of his alma mater; specialist 
certified by the American Board of Psychiatry and Neurology; 
fellow of the American College of Physicians; member of the 
American Psychiatric Association; served as consultant for the 
board of education of New York City and the Court of Special 
Sessions; chief neuropsychiatrist, Greenpoint Hospital, Brooklyn, 
where he was formerly president of the medical board; attending 
neuropsychiatrist, Brooklyn Hebrew Home and Hospital for 
the Aged, and Menorah Home and Hospital for the Aged and 
Infirm in Brooklyn; consulting neuropsychiatrist, Samaritan 
Hospital and Hospital of the Holy Family in Brooklyn; died in 
the Montefiore Hospital Oct. 18, aged 73, of myocardial 
infarction. 

Senger, William, Beulah, Colo.; born in Port Jervis, N. Y., 
June 8, 1874; Yale University School of Medicine, New Haven, 
1901; an associate member of the American Medical Associa- 
tion: member of the Western Surgical Association; fellow of the 
American College of Surgeons; past-president of the Pueblo 
County Medical Society and the Colorado State Medical Society; 
member of the founders group of the American Board of Sur- 
gery; for many years practiced in Pueblo, where he was past- 
director of school district number 20, past vice-president of 
the Western National Bank, chief surgeon for the Colorado 
Fuel and Iron Corporation, and on the staffs of the Colorado 
State Hospital, St. Mary Hospital, and the Corwin Hospital, 
where he died Sept. 5, aged 81, of dissecting aortic aneurysm 
and arteriosclerosis. 


Raycroft, Joseph Edward, Princeton, N. J.; born in Williams- 
town, Vt., Nov. 15, 1867; Rush Medical College, Chicago, 1899; 
associate professor of hygiene and physical education at the 
University of Chicago from 1899 to 1911; on the faculty of his 
alma mater from 1899 to 1904; from 1911 to 1936 professor 
of health and physical education at Princeton University; past- 
president and member of the council of the American Student 
Health Association; an associate member of the American 
Medical Association; for many years advisor for the New Jersey 
Department of Institutions and Agencies; member of the board 
of managers and later president of the New Jersey State Hospital 
in Trenton, where he died Sept. 30, aged 87, of cardiorenal 
vascular disease. 

Porter, William Clare, colonel, U. S. Army, retired, Los Lunas, 
N. Mex.; born in Binghamton, N. Y., July 28, 1886; Albany 
(N. Y.) Medical College, 1907; entered the Medical Corps of 
the U. S. Army in 1918 and retired in April, 1947; attained the 
rank of colonel Oct. 19, 1942; director, school of military 
neuropsychiatry at Lawson General Hospital, Atlanta, Ga., from 
1942 to 1946, and at Fort Sam Houston, Texas, 1946-1947; 
specialist certified by the American Board of Psychiatry and 
Neurology; fellow of the American Psychiatric Association; 


@ Indicates Member of the American Medical Association. 


since 1947 superintendent and medical director of the Los 
Lunas Mental Hospital; died in the Presbyterian Hospital, 
Albuquerque, N. Mex., Sept. 24, aged 69. 


Culver, Wesley Youngs ® Katonah, N. Y.; born in Westhampton 
Beach Jan. 16, 1909; Vanderbilt University School of Medicine, 
Nashville, Tenn., 1937; specialist certified by the American 
Board of Psychiatry and Neurology; member of the American 
Psychiatric Association; served during World War II; interned 
at the Flushing (N. Y.) Hospital and Dispensary; formerly a 
resident physician at the Pilgrim State Hospital in Brentwood, 
Institute of Living in Hartford, Conn., and the New York State 
Psychiatric Institute and Hospital in New York City; clinical 
director of the Four Winds; died in Westhampton July 11, 
aged 46, of acute myocardial infarction and arteriosclerosis. 


Newell, Horatio Whitman, Baltimore; born Feb. 5, 1898; West- 
ern Reserve University School of Medicine, Cleveland, 1926: 
associate professor of psychiatry at the University of Maryland 
School of Medicine and College of Physicians and Surgeons: 
specialist certified by the American Board of Psychiatry and 
Neurology; member of the Medical and Chirurgical Faculty of 
Maryland, the American Psychoanalytic Association, and the 
American Psychiatric Association; past-president of the Ameri- 
can Orthopsychiatric Association; served during World War II; 
consultant at the University Hospital; died Aug. 19, aged 57, 
of heart disease and emphysema. 

Heaney, Noble Sproat ® Los Angeles; Rush Medical College, 
Chicago, 1904; clinical professor of obstetrics (Rush) emeritus, 
University of Illinois College of Medicine, Chicago; specialist 
certified by the American Board of Obstetrics and Gynecology; 
past-president of the American Gynecological Society; member 
of the Institute of Medicine of Chicago; fellow of the American 
College of Surgeons; at one time practiced in Chicago, where 
he was on the staff of the Presbyterian Hospital; on the staffs 
of the Presbyterian Hospital-Olmsted Memorial, Temple Hos- 
pital, and the Cedars of Lebanon Hospital; died Sept. 26, aged 
75, of cerebral thrombosis. 


Cross, James Bailey, Buffalo: born in 1882; Columbia University 
College of Physicians and Surgeons, New York City, 1907; an 
associate member of the American Medical Association; fellow, 
past-president, and for many years treasurer of the American 
Urological Association; past-president of the Buffalo Academy 
of Medicine; fellow of the American College of Surgeons; spe- 
cialist certified by the American Board of Urology; consultant, 
J. N. Adam Memorial Hospital at Perrysburg and the Buffalo 
State Hospital; attending urologist at Millard Fillmore Hospital 
and the Deaconess Hospital, where he died Oct. 9, aged 73, of 
coronary thrombosis. 


McBroom, David Edward, Faribault, Minn.; born in Akron, 
Ohio, Dec. 31, 1883; Ohio Medical University, Columbus, 1907; 
specialist certified by the American Board of Psychiatry and 
Neurology; past-president of the Minnesota Medical Officers’ 
Association and the East Central Minnesota Medical Society; 
superintendent of the Minnesota Colony for Epileptics in Cam- 
bridge from 1928 to 1944 and the South Dakota School and 
Home for Feebleminded in Redfield from 1944 to 1948; served 
on the staff of the Minnesota School and Colony; died in Minne- 
apolis Sept. 3, aged 71, of coronary thrombosis and arterio- 
sclerosis. 

Reynolds, Edna Marguerite, Denver; University of Colorado 
School of Medicine, Denver, 1930; served on the faculty of her 
alma mater; specialist certified by the American Board of 
Ophthalmology; an associate member of the American Medical 
Association; member of the American Academy of Ophthal- 
mology and Otolaryngology; served as secretary of the Denver 
Society of Ophthalmology; on the staffs of Denver General, 
Colorado General, St. Luke’s, and Childrens hospitals, and the 
Porter Sanitarium and Hospital; died in Pueblo Sept. 25, aged 65, 
of uremia. 
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Abbitt, John Willis ® Portsmouth, Va.; University of Maryland 
School of Medicine, Baltimore, 1910; past-president of the 
medical staff of the Kings Daughters Hospital, where he was 
formerly a member of the board of directors; chief of surgery 
and chief of the staff of the Maryview Hospital; died Sept. 26, 
aged 69, of acute coronary thrombosis. 


Berry, Frederick Aymond * Chicago; College of Physicians and 
Surgeons of Chicago, School of Medicine of the University of 
Illinois, 1908: on the staffs of the Evangelical and Englewood 
hospitals; died in the Albert Merritt Billings Hospital Oct. 11. 
aged 74, of carcinoma of the esophagus. 


Branson, Edward Carl # Captain, U. S. Army, Washington, 
D. C.: University of Tennessee College of Medicine, Memphis. 
1947; interned at John Gaston Hospital in Memphis, Tenn.: 
served a residency at the Receiving Hospital of the City of 
Detroit and the Walter Reed Army Hospital; formerly taught 
anatomy at his alma mater; entered the regular army in January, 
1951; died in Orange Park, Fla.. June 3, aged 31, of pulmonary 
edema with focal hemorrhage. 


Brunner, Hans ® New York City: Medizinische Fakultat der 
Universitat, Vienna, Austria, 1919; specialist certified by the 
American Board of Otolaryngology; member of the American 
Academy of Ophthalmology and Otolaryngology; fellow of the 
American College of Surgeons; at one time on the faculty of 
University of Illinois College of Medicine; died July 15, aged 62, 
of cancer. 


Bry, Martin Edwin, New York City: Yale University School of 
Medicine, New Haven, 1912; member of the Medical Society 
of the State of New York: died Sept. 11, aged 64. 


Cadman, Robert Blakemore *® Philadelphia; University of 
Pennsylvania School of Medicine, Philadelphia, 1923; certified 
by the National Board of Medical Examiners; served in France 
during World War 1: on the staff of the Chestnut Hill Hospital, 
where he died Sept. 27, aged 59, of myocardial infarction and 
coronary thrombosis. 


Caples, Byron H. *# Reno, Nev.: University and Bellevue 
Hospital Medical College, New York City, 1903: member of 
the American Urological Association; served during World 
War I; director of the division of venereal disease control of 
the Nevada state department of health for many years; died in 
St. Mary’s Hospital Oct. 6, aged 78, of arteriosclerotic heart 
disease and hypertension. 


Chapin, Charles William *# Greene, N. Y.; Albany (N. Y.) 
Medical College, 1904; for many years member and president 
of the school board; health officer of consolidated district of 
Greene; died in the Binghamton (N. Y.) City Hospital Sept. 16, 
aged 79, of ruptured abdominal aneurysm and _ pernicious 
anemia. 


Coghlan, Jasper, East Orange, N. J.: New York Homeopathic - 


Medical College and Hospital, New York City, 1900; served 
during World War I: associated with the East Orange General 
Hospital: died Oct. 3, aged 79, of cardiovascular renal disease. 
Crouch, John Baker, Colorado Springs, Colo.; Northwestern 
University Medical School, Chicago, 1905; an associate member 
of the American Medical Association and in 1935 a member 
of its House of Delegates; first vice-president of the American 
Academy of Tuberculosis Physicians; member of the American 
Trudeau Society and formerly member of its council; on the 
staffs of the Glockner Penrose Hospital, St. Francis Hospital. 
and the Memorial Hospital: died Sept. 18, aged 74, of cerebral 
thrombosis. 

Crutchfield, Pinkney Herman, Stamping Ground, Ky.; Kentucky 
School of Medicine, Louisville, 1893; an associate member of 
the American Medical Association; died in Georgetown Aug. 7, 
aged 8&5. 

Drant, Patricia Hart * Westtown, Pa.; University of Pennsy!- 
vania School of Medicine, Philadelphia, 1920; specialist certified 
by the American Board of Dermatology and Syphilology; mem- 
ber of the American Academy of Dermatology and Syphilology: 
fellow of the American Association for the Advancement of 
Science; on the staff of the Abington (Pa.) Memorial Hospital, 
Methodist and Woman’s hospitals in Philadelphia; died in the 
Bryn Mawr (Pa.) Hospital Oct. 3, aged 59. 
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Durkee, John Watson, Morristown, N. J.; Columbia University 
College of Physicians and Surgeons, New York City, 1895; an 
associate member of the American Medical Association; member 
of the Medical Society of the State of New York and the 
American Laryngological, Rhinological and Otological Society: 
fellow of the American College of Surgeons; specialist certified 
by the American Board of Otolaryngology; died July 6, aged 86. 


Fletcher, Asa E., Omaha; Indiana University School of Medicine, 
Indianapolis, 1911; died July 17, aged 73, of cerebral hemor- 
rhage and hypertension. 


Friedman, Harry Jacob, New York City; Columbia University 
College of Physicians and Surgeons, New York City, 1903; 
member of the Medical Society of the State of New York; died 
in the Manhattan State Hospital July 18, aged 74, of coronary 
thrombosis. 


Haggerty, Daniel Leo ® Trenton, N. J.; Georgetown University 
School of Medicine, Washington, D. C., 1915: fellow of the 
American College of Surgeons; past-president of the Mercer 
County Medical Society; served during World War I; on the 
staff of the St. Francis Hospital; died in Morrisville, Pa., Oct. &, 
aged 61, of cerebral vascular hemorrhage. 


Hall, Earl Stanley, Westbrook, Maine: Medical School of 
Maine, Portland, 1920; an associate member of the American 
Medical Association; died in the Mercy Hospital, Portland, 
Aug. 19, aged 64, of cerebral hemorrhage. 


Hopkins, Thomas Andrews # St. Louis: Missouri Medical 
College, St. Louis, 1894; at one time vice-president and secretary 
of the St. Louis Medical Society; served on the staffs of the 
state hospital in Fulton and Nevade, Mo.; died in the Deaconess 
Hospital Sept. 23, aged 88. 


Jerrell, Paul Mahlon ® St. Cloud, Minn.; University of Michigan 
Medical School, Minneapolis, 1923: specialist certified by the 
American Board of Psychiatry and Neurology; member of the 
American Psychiatric Association; on the staff of the Veterans 
Administration Hospital; died July 24, aged 59, of reticulum cell 
sarcoma. 

Libert, John Nicholas # St. Cloud, Minn.; Creighton University 
School of Medicine, Omaha, 1916; in 1925 vice-president of the 
Minnesota State Medical Association; past-president of the 
Stearns-Benton Counties Medical Society, of which he was 
secretary for many years; served during World War I; county 
coroner; on the staff of St. Cloud Hospital; died in Abbott 
Hospital, Minneapolis, Sept. 2, aged 62, of acute coronary in- 
sufficiency. 

MeClintock, John Thomas # lowa City; State University of 
lowa College of Medicine, lowa City, 1898; professor emeritus 
of physiology at his alma mater, where from 1897 to 1901 he 
was demonstrator of pathology and anatomy, later professor and 
head of the department of physiology, for many years junior 
dean, and at one time chairman of the administrative committee: 
past-president of the Johnson County Medical Society: died 
Sept. 24, aged 82, of arteriosclerotic heart disease. 

Meriwether, Lodwick Sterrett, New Orleans; University of 
Virginia Department of Medicine, Charlottesville, 1931: served 
during World War Il; member of the Louisiana State Medical 
Society; died in Sunset, La., Sept. 11, aged 54, of coronary 
occlusion, 


Moerke, Robert Frank ® Burlington, lowa; State University of 
lowa College of Medicine, lowa City, 1934; president of the 
Des Moines County Medical Society; county health officer: 
served during World War II; on the staffs of the Burlington and 
Mercy hospitals; died Sept. 28, aged 48, of leukemia. 

Moore, Loyal Hamilton, McAllen, Texas; College of Physicians 
and Surgeons, Baltimore, 1910; past-president of the Hidalgo- 
Starr Counties Medical Society; died July 8, aged 72, of 
coronary thrombosis. 


Muldoon, Wilfried Edward ® San Antonio, Texas: University 
of Michigan Medical School, Ann Arbor, 1922; specialist cer- 
tified by the American Board of Ophthalmology: served during 
World War I; on the staffs of the Nix Memorial, Brooke Army, 
and Santa Rosa hospitals: died Oct. 3, aged 58, of congestive 
heart disease. 
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Mullen, Lawrence George # Cambridge, Mass.: Tufts College 
Medical School, Boston, 1934: member of the American Acad- 
emy of General Practice: served overseas during World War II; 
on the staffs of the Cambridge City Hospital and the Mount 
Auburn Hospital, where he died Oct. 11, aged 46. 


Niles, Charles Milton, Forest Lake, Minn.; Chicago Home- 
opathic Medical College, 1900; died in the Bethesda Hospital, 
St. Paul, July 17, aged 77, of acute coronary thrombosis. 

Noe, Philip R. * Centralia, Il; Milwaukee Medical College, 
1912; died July 16, aged 70, of coronary thrombosis. 


O'Donnell, George Thomas, Wethersfield, Conn.; Harvard 
Medical School, Boston, 1897; at one time deputy commissioner 
of tuberculosis for the city of Boston; died in St. Francis 
Hospital, Hartford, Oct. 3, aged 80, of nephritis. 


Olson, Ole Hansteen, Erskine, Minn.; Rush Medical College, 
Chicago, 1886; died Sept. 25, aged 92, of nephrosclerosis and 
uremia. 


Pattengill, Morrell, Cisco, Ill.; Rush Medical College, Chicago, 
1895S; died in the Decatur and Macon County Hospital in 
Decatur Oct. 7, aged 87, of heart disease. 


Pearlstein, Phillip, Peekskill, N. Y.; University of Maryland 
School of Medicine, Baltimore, 1912; died Oct. 4, aged 75, of 
acute coronary occlusion. 


Perkins, Ralph Sherburne ® Harwich Port, Mass.; Johns Hopkins 
University School of Medicine, Baltimore, 1911; member of 
the American Academy of Orthopaedic Surgeons; fellow of the 
American College of Surgeons; past-president of the Worcester 
District Medical Society; served during World War I; consulting 
orthopedic surgeon, Worcester City and Worcester Hahnemann 
hospitals in Worcester, Holden District Hospital in Holden, and 
Harrington Memorial Hospital in Southbridge; died in Cape Cod 
Hospital in Hyannis Oct. 2, aged 60, of myocardial infarction. 


Petit, William Daugherty * Presidio, Texas; Washington Univer- 
sity School of Medicine, St. Louis, 1911; served in the regular 
Army and during World War I; died in the William Beaumont 
Army Hospital, El Paso, July 17, aged 71, of pulmonary 
infarction. 

Post, Samuel James, Center Moriches, N. Y,; Long Island 
College Hospital, Brooklyn, 1912; member of the Medical 
Society of the State of New York and the American College of 
Chest Physicians; died Aug. 1, aged 72, of arteriosclerotic heart 
disease. 

Ridgway, Eldo T., Lebanon, Ill.; the Hahnemann Medical 
Coliege and Hospital, Chicago, 1906; for many years practiced 
in Elkhorn, Wis., where he was mayor: served as state senator 
of Wisconsin; died Oct. 12, aged 74. 


Rimson, Oscar, Cleveland; Tufts College Medical School, 
Boston, 1929; interned at the Morrisania City Hospital in New 
York City; formerly resident physician at the Sea View Hospital 
in Staten Island, N. Y.; died in the Highland View Cuyahoga 
County Hospital Sept. 14, aged 50, of pneumonia. 


Sauer, David Eric ® Lubbock, Texas; University of Cincinnati 
College of Medicine, 1937; interned and served a residency at 
the Youngstown Hospital; member of the American Academy 
of General Practice and the Texas Academy of General Practice; 
formerly a resident at the Medical Arts Hospital in Dallas: on 
the staffs of the Methodist, West Texas, and St. Mary’s hospitals; 
died in St. Joseph’s Hospital, Denver, Oct. 9, aged 45, of 
coronary insufficiency. 

Schantz, Henry Franklin, Reading, Pa.: Hahnemann Medical 
College and Hospital of Philadelphia, 1891; served during World 
War I; on the staff of the Community General Hospital, where 
he died Sept. 13, aged 86, of congestive heart disease. 
Schillander, Carl Axel, Fort Lauderdale, Fla.; Tufts College 
Medical School, Boston, 1910; member of the Massachusetts 
Medical Society; practiced in Springfield, Mass.; served during 
World War II; died July 30, aged 66, of acute myocardial 
infarction. 
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Schurgot, James Adam, Grafton, Ohio; University of Pittsburgh 
School of Medicine, 1914: on the staff of the Elyria (Ohio) 
Memorial Hospital; died in Cleveland Sept. 30, aged 66, of 
carcinoma of the stomach. 


Self, William Osce, Columbia, S. C.; Duke University School of 
Medicine, Durham, N. C., 1937; interned at the Johns Hopkins 
Hospital, Baltimore; served a residency at the Palmerton (Pa.) 
Hospital; certified by the National Board of Medical Examiners; 
member of the American Academy of General Practice; died 
in the Columbia Hospital Sept. 29, aged 43. 

Slabotsky, Samuel, Central Village, Conn.; Eclectic Medical 
University, Kansas City, Mo., 1918; Kansas City (Mo.) College 
of Medicine and Surgery, 1920; died in Veterans Administration 
Hospital, Montrose, N. Y., July 6, aged 63, of infarction of the 
myocardium. 

Smith, Leonard Higbie ® Fast Orange, N. J.; University and 
Bellevue Hospital Medical College, New York City, 1903; fellow 
of the American College of Surgeons; for many years on the 
staff of the Orange Memorial Hospital; died in Madison Oct. 8, 
aged 78, of a cerebral vascular accident. 

Sopher, Curtis Levi ® Wakefield, Mass.: University of Vermont 
College of Medicine, Burlington, 1890; fire department physi- 
cian, chairman of the board of health, planning board member, 
and for many years commissioner of the municipal lighting 
department; died Oct. 5, aged 89. 


Steward, Rebecca Viola Ditzler, Merriam, Kan.; Kansas City 
Homeopathic Medical College, 1898; died Sept. 19, aged 89, of 
heart disease. 


Toney, Sherwood M., Bennington, Okla. (licensed in Oklahoma 
under the Act of 1908); died July 12, aged 74, of cancer. 


Turner, Kenneth Burlen ® New York City: Harvard Medical 
School, Boston, 1926; associate professor of medicine (clinical 
medicine) at Columbia University College of Physicians and 
Surgeons; member of the Association of American Physicians 
and the American Society of Clinical Investigation; certified by 
the National Board of Medical Examiners; on the staff of the 
Presbyterian Hospital; died Oct. 9, aged 54, of cerebral hemor- 
rhage. 


Vaccari, Zeferino, Huntington Station, N. Y.; Regia Universita 
degli Studi di Palermo, Facolta di Medicina e Chirurgia, Italy, 
1920; died July 23, aged 62, of pulmonary embolism, septi- 
cemia, and arteriosclerotic encephalomalacia. 


Vardy, Philip L., Estelline, Texas; Missouri Medical College, 
St. Louis, 1897; member of the State Medical Association of 
Texas; local health officer; on the staff of the Childress (Texas) 
General Hospital; died Aug. 30, aged 84, of coronary thrombosis. 


Verdeschi, Felix L. ® Ozone Park, N. Y.; New York Medical 
College, Flower and Fifth Avenue Hospitals, New York City, 
1928; on the staffs of the Physicians Hospital in Plattsburg and 
the Mary Immaculate Hospital in Jamaica, where he died 
Sept. 10, aged 53, of coronary disease. 


Vloedman, Derk Andrew * Woodward, Okla.; Loyola Univer- 
sity School of Medicine, Chicago, 1925; served during World 
War I; for many years taught at his alma mater: at one time 
practiced in Blue Island, Ill., where he was president of the 
board of education, district 130, from 1946 to 1952; formerly on 
the staffs of the Ingalls Memorial Hospital in Harvey and St. 
Bernard and St. George hospitals in Chicago; on the staff of 
Memorial Hospital; died Oct. 6, aged 56, of ruptured aortic 
aneurysm 


Wagner, Earl Calvin ® Tupper Lake, N. Y.; Syracuse University 
College of Medicine, 1908; member of the American Society of 
Anesthesiologists; died Sept. 12, aged 68, of coronary arterio- 
sclerosis. 

Walter, Ralph Somers, Harrisburg, Pa.; Hahnemann Medical 
College and Hospital of Philadelphia, 1920; died in the Harris- 
burg Hospital Aug. 28, aged 65, of bronchiectasis. 

Welch, Gilford Nelson ® Centralia, Ill.; National University of 


Arts and Sciences Medical Department, St. Louis, 1914; died 
June 28, aged 65, of coronary thrombosis. 
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CHILE 


Amebic Rectosigmoiditis.—Dr. B. Biel in the May issue of the 
Revista médica de Chile reports on a series of 91 patients, aged 
13 to 76 years, with intestinal amebiasis. Twenty-two patients 
also had a bacteriological study before and after treatment. 
Three clinical types of the disease were observed: (1) acute or 
chronic dysentery with an exacerbation; (2) nondysenteric 
chronic diarrhea; and (3) a nondiarrheal form. About 50% of 
the patients belonged in group one; 28% in group two; and 
22% in group three. The proctoscopic findings were classified 
as: ulcerative, congestive-granular, simple congestive, small 
miliary abscesses, or normal. Ulcers were found in 32% of the 
patients (48% of those with acute dysentery; 11% of those with 
the nondysenteric form; and 21% of those with the nondiar- 
rheal form). In 45% of all patients, the congestive-granular 
form was observed, this being the most frequent form (present 
in 39% of the patients with dysenteric symptoms; 46.5% of 
those with nondysenteric diarrheas; and in 57% of those with 
nondiarrheal amebiasis). The simple congestive type was found 
in only 3%; small miliary abscesses were found in 4.3%; and 
normal-appearing mucosa was found in 15% but never in 
patients with dysentery. Shigella sonnei was found in the stools 
of two patients. The results of treatment cannot be judged ex- 
clusively on the proctoscopic appearance. At the end of treat- 
ment with antibiotics the author observed (1) clinical healing 
with normal mucosa and no amebas in the stools; (2) clinical 
healing with no amebas in the stools but persistence of a granu- 
lar mucosa; (3) persistence of pathological proctoscopic findings 
and/or amebas in the stools; and (4) congestion of the mucosa 
but no amebas in the stools. Thus, positive post-therapeutic proc- 
toscopic findings combined with the absence of other factors 
must not be considered important; their meaning requires further 
study. However, it is the presence or absence of Endameba 
histolytica in stools that determines if the patient is cured. 


Dioxyline Phosphate for Arterial Insufficiency.—Dr. Otto 
Herrmann in the July issue of the Revista chilena de angeologia 
reported on 18 patients (mostly men) treated with dioxyline 
phosphate. Obliterating arteriosclerosis of the extremities was 
present in 15, arterial emboli in 2, and Raynaud's disease in 
one. Thirteen of the patients smoked an average of 30 cigarettes 
daily; 14 complained of claudication, 13 had paresthesias, and 
13 complained of coldness of the extremities. The distance a 
patient could walk before claudication appeared varied from 
50 to 500 m. (164 to 1640 ft.). The average duration of the 
disease prior to the initiation of treatment was two years and 
two months. Physical examination revealed absence of pulse, 
pallor, cyanosis, coldness of the extremities, and absence, or 
decrease, of oscillometric readings. In this series there were no 
mild cases; two were moderately severe; nine were severe; and 
seven were very severe. Twelve patients had manifestations of 
arteriosclerosis in other parts of the body, coronary disease, 
heart failure, or hypertension. One had diabetes, but this was 
controlled. Dioxyline phosphate was given twice daily for two 
weeks. The double blind method of control was used. When 
treated with dioxyline phosphate the 14 patients with claudica- 
tion increased their range by at least 6 times, some even by 15 
times. The effect on claudication started between the Sth and 
10th day of treatment and reached its maximum between the 
10th and 20th day. Trophic pain present in 10 patients also 
began to decrease, and coldness of the extremities, which existed 
in 13 patients prior to treatment, disappeared in 10 and was 
markedly relieved in the 3 remaining patients. Similar results 
were obtained regarding paresthesias. Local temperature be- 
came normal in half of the patients and increased significantly 
in the remaining half. The use of placebos did not benefit the 
patients. 


The items in these letters are contributed by regular correspondents in 
the various foreign countries. 


Infant Diarrhea.—A series of 126 infants under one year of age 
with diarrhea were examined proctoscopically by Dr. M. Vera 
(Revista chilena de pediatria, March). The duration of the diar- 
rhea prior to the examination was less than 10 days. Second 
grade dystrophy was present in 66% of the infants, and the 
diagnosis on admission was severe nutritional disorder (75% 
had toxicosis or dyspepsia with severe dehydration). The follow- 
ing types of proctosigmoiditis were observed on proctoscopic 
examination: (1) catarrhal congestive, with a pathological con- 
gestion, easy bleeding, with or without edema, and in some 
a granular appearance; (2) erosive; and (3) ulcerative. Lesions 
of one of these types were found in 22.4% of the patients, 
most of them being the catarrhal congestive type. No relation 
was found between the intensity of the lesions and the severity 
of the clinical findings, nor could any relation be established 
between the proctoscopic and the stool examination. The proc- 
toscopic examination of the infant is a simple procedure, pro- 
voking only slight distress, but a complete knowledge of the 
normal appearance of the intestinal mucosa of the infant is 
necessary because it is quite different from that of the adult; 
that is, greater thickness and mobility and a deeper pink color, 
which renders the visualization of the blood vessels more 
difficult. 


Congenital Atresia of the Esophagus.—In Revista chilena de 
pediatria (March, 1955) Garces and Escallon state that con- 
genital atresia of the esophagus with tracheoesophageal fistula- 
like congenital atresia of the intestine occurs in about one of 
every 10,000 births. The commonest type is that in which the 
proximal portion of the esophagus ends as a slightly dilated 
blind pouch and the distal portion is a narrow tube that com- 
municates with the trachea. In infants so afflicted, there is a 
flow of mucus from the mouth, precocious regurgitation, attacks 
of asphyxia, fulness of the epigastrium, constipation, dehydra- 
tion, and loss of weight. Aspiration bronchopneumonia is a 
common complication, usually of the right upper lobe. Seven 
of the authors’ eight patients died in the first week of life, and, 
in all, bronchopneumonia was the cause of death. The clinical 
diagnosis is based on the characteristic symptoms and may be 
confirmed by esophageal catheterization and roentgenologic 
examination using iodized oil. Endoscopy is difficult to perform 
at this stage of life. The treatment is surgical and consists in 
the closure of the fistula and an end-to-end anastomosis between 
the upper and lower segments of the esophagus. The earlier the 
operation is performed, the better the prognosis. Advances in 
thoracic surgery have permitted numerous survivals in the last 
10 years. 


ENGLAND 


Restaurant Sanitation.—Wilson and Carter conducted a survey 
of the sanitary standards in the kitchens of 50 restaurants and 
canteens in Glasgow (M. Officer 94:193, 1955). Unannounced 
visits were made to these between 1:30 and 2:15 p. m., when 
kitchen activity was at its highest. Swabs for bacteriological 
examination were taken of cutlery, crockery, and cooking 
utensils, and samples of dishwater and dishtowels were collected. 
Of the 10 kitchens belonging to reputedly high class restaurants, 
the sanitation was unsatisfactory in 3 and the dishwater was 
sufficiently hot in only 5; of the 30 restaurants of good everyday 
type, the sanitation was poor in 10 and washing facilities in- 
adequate in 18; of the 10 kitchens belonging to office or works’ 
canteens, the dishwater was not hot enough in 4. Toilet facilities 
were also inadequate for the staff in many kitchens, and the usual 
method of drying the hands was with a communal towel. 

The criteria of bacteriological cleanliness laid down were not 
more than 500 organisms per cubic centimeter in the dishwater 
and 100 organisms for the whole of the surface swabbed in the 
case of utensils, cutlery, and crockery. This standard is also 
prescribed by the United States Public Health Service. Of 42 
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dishtowels, only 5 yielded bacterial counts of less than 1,000 per 
square inch; § gave counts between 100,000 and 1.000.000. Ten 
yielded Escherichia coli, and others yielded enterococcus organ- 
isms, Clostridium welchii, a coagulase-positive Micrococcus 
pyogenes var. aureus organism, and nonhemolytic streptococci. 
Only 10 of 42 samples of dishwater yielded bacterial counts of 
less than 1,000 per cubic centimeter. The same organisms were 
isolated from the dishtowels. Ninety plates were examined: 51 
had bacterial counts of under 1,000 for the surface swabbed, 
and 4 had counts of over 1 million. Of 102 articles of cutlery 
swabbed, 68 had bacterial counts of under 1,000; one spoon 
had over 1 million organisms on the surface swabbed. Some 
yielded E. coli, an M. pyogenes var. aureus organism, and non- 
hemolytic streptococci. Of the cups, 50% yielded counts of 
under 1,000 for the area swabbed. No Salmonella organisms or 
hemolytic streptococci were isolated from any of the kitchens, 
but in 74% of these E. coli organisms were obtained from one 
or more articles. No dishtowels came up to the prescribed 
standard. Ventilation was inadequate in I1 of the 50 kitchens 
examined, and it was here that the worst bacteriological findings 
occurred. The paramount need in most kitchens was for more 
hot water of suitable temperature (180 F [82.2 C] or above). 


Long-Distance Swimmers.—Pugh and Edholm have investigated 
the factors concerned in the ability to endure long immersion in 
cold water (Lancet 2:761, 1955). In 1951 there was a swimming 
race across the English Channel in which 18 competitors swam 
from France to England in 12 to 20 hours in water at a tem- 
perature of 60 F. Their physiological performance was com- 
pared with that of normal male athletes. It was concluded that 
long-distance swimmers tolerate hypothermia better than normal 
subjects. Rectal temperatures were the same in two of the 
cross channel swimmers as in a normal athlete who was forced 
to give up swimming after an hour’s exposure, Owing to exhaus- 
tion and a feeling of muscular weakness. The rectal temperatures 
of all subjects were in the region of 94 to 96 F (34.4-35.5 C). 
It was concluded that these long-distance swimmers reach a 
stable state in which the effective thermal insulation of the outer 
tissues is such that heat production balances heat loss. In prac- 
tice swims, the energy output of one of the competitors was 
measured. This was 310 to 350 calories per square meter per 
hour, which was comparable with results obtained in non- 
professional swimmers studied under similar conditions. In spite 
of the identity of heat production, the latter became hypothermic 
in only half an hour. One long-distance swimmer sat motion- 
less in a bath of 60 F for over an hour without complaining 
of discomfort. The difference between the thickness of sub- 
cutaneous fat of long-distance swimmers and that of normal 
athletes suggested that cold water tolerance is related to this 
factor. In one of the swimmers, thermal conduction and heat 
insulation were measured. Thermal conduction was half that 
of the normal subject and insulation twice that of the normal 
subject. Pugh and Edholm attribute these differences to the 
physique of the swimmers, who were fat, many of them grossly 
so. Normal subjects cool more rapidly while swimming than 
while lying still. This suggests that the traditional naval advice 
in case of shipwreck to cling to wreckage and not to waste 
energy by swimming or struggling is probably sound. 


The Noncalculous Gallbladder.—As a sequel to the celebrations 
commemorating its 450th anniversary, the Royal College of 
Surgeons of Edinburgh has launched a journal of its own, the 
Journal of the Royal College of Surgeons of Edinburgh, which 
is to be published quarterly. The first issue, which is dated 
September, 1955, contains an article by Sir Heneage Ogilvie in 
which he advises any young surgeon who would keep the respect 
of his students, the trust of his colleagues, and the integrity of 
his conscience to deny the existence of the noncalculous gall- 
bladder and chronic appendicitis, or at least to refuse a fee for 
operating on them. “Only in middle life when he has . . . set 
his reputation in an unassailable position by years of honest 
dealing, may he admit to himself that such lesions do exist, 
and recommend to patients that they be treated by operation.” 
The author further states that a distressing cause of late common 
duct obstruction is overcareful technique. There are surgeons 
in whom the fear of blood loss is carried to such an excess that 
nothing is divided until it has been doubly ligated, and they are 
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still tying ligatures on hypothetical bleeding points around the 
common duct long after other surgeons have closed the abdomen 
and gone home to tea. The result, when at last the operation is 
finished, is a field that is bloodless but covered with innumerable 
silk knots, beautifully tied and cut short, but nevertheless irritant 
foreign bodies. The outcome, years later, is a dense fibrous 
tissue that may compress and completely obstruct an undivided 
common duct, 


Helicopter for Emergencies.—The value of the helicopter in 
war for evacuating the wounded was well demonstrated in the 
Korean campaign. In any future war helicopters are likely to 
be one of the main means of transport of serious casualties. 
Their peacetime use in medical emergencies is just being realized. 
Recently a helicopter brought medical aid promptly to the 
scene of an accident on board a Dutch vessel off Flamborough 
Head. A seaman was badly injured, and radio calls for medical 
assistance brought a medical officer of the Royal Air Force by 
helicopter, which landed on the deck of the vessel. A helicopter 
service is of greatest help in isolated districts many miles from 
expert medical assistance. In parts of Scotland districts are often 
cut off by snow in the winter so that roads are impassable for 
a period of time. Last winter in “Operation Snowdrop” supplies 
were landed in cut-off villages by naval helicopter, and some 
patients suffering from illness and exposure were rescued by 
their means, Anticipating that such conditions might arise again, 
the Scottish North Eastern Regional Hospital Board has now 
arranged to bear the cost of a helicopter ambulance service 
operated by naval helicopter from Lossiemouth, which, subject 
to prior claims by the Navy, will be available for the transport 
of civilian patients to a hospital in an emergency. A device is 
now available that enables the helicopter to “scoop” the casualty 
from the sea, or scene of accident, without landing. 


Shortage of Lay Staff in Hospitals.—To obtain and keep a non- 
medical staff is a constantly recurring problem for many hospital 
authorities. There is not only a shortage in the hospitals of 
pharmacists, radiographers, and medical auxiliaries but also 
of domestic workers, maintenance engineers, and the like. The 
shortage of staff is partly a matter of money—a further 28 to 
84 million dollars would be required to pay all the additional 
staff needed—and partly due to difficulty in obtaining personnel. 
This in turn is attributed to the wage level, fixed by a central 
controlling authority, which is uniform for any one type of 
worker in the hospitals all over the country. In industry it is 
usual for wage agreements to settle minimum rates and to leave 
each employer free to pay more than the agreement lays down 
if it is thought desirable. Local conditions may necessitate pay- 
ments above the minimum. In the hospital service, however, 
fixed rates are laid down and the individual hospital cannot pay 
more or less. If an industry is slow to give maximum possible 
remuneration, Optimum working conditions, and chances for 
promotion and improved status, it may lose some of its workers. 
Wage rates vary up and down the country, and, in prosperous 
industrial areas, hospital workers are hard to get because they 
can obtain better paid industrial jobs in the same area. Some 
hospitals are also 50 to 100 years old and less pleasant to work 
in than some modern factories. 


Juvenile Suicide—In 1953 the officially recorded suicides and 
attempted suicides among children, aged 8 to 17 years, in 
England and Wales averaged nearly two a week, according to 
Donald Mulcock (M. Officer 94:155, 1955). In the period 1938- 
1953, there were 357 suicides in this age group, of which 274 
(77%) were boys and 83 (23%) were girls. Attempted suicides 
reported to the police numbered 1,218, of which 786 (64%) 
were girls and 432 (36%) were boys. Nearly 50% of the boys 
who committed suicide did so by hanging or self-strangulation; 
34% used carbon monoxide; 15% used firearms; and other 
methods used in order of frequency were drowning, drugs and 
poisons, and jumping in front of a train. In the case of girls, 
almost 70% used carbon monoxide; none used hanging or 
strangulation means. In the period 1935-1949 inclusive, ac- 
cidental death due to strangulation among children 10-15 years 
old occurred in 127 boys and 6 girls. Contributing causes in- 
cluded lack of home stability; emotional instability; feelings of 
being unwanted, unloved, or in the way; pubertal metabolic 
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imbalances; and psychosexual disorders. The author concludes 
that threats of suicide by juveniles should never be taken lightly. 
Although 9 times out of 10 it merely indicates bravado, no 
emotionally healthy child is moved to say such things. Those 
making such threats should be helped and unobtrusively ob- 
served. 


Health Insurance.— Addressing the annual meeting in London 
of the British Hospitals Contributory Schemes in September, the 
Minister of Heatlh said that about 3,750,000 subscribers to 
private health insurance plans, or a sixth of the working popula- 
tion, were now enrolled in these schemes and that, if dependents 
were considered, the number of persons covered was probably 
10 million, or a fifth of the population. This was in spite of the 
National Health Service. The schemes had an income of more 
than $5,500,000, Any scheme should aim at having as a reserve 
an amount equal to a year’s income. Fifteen schemes had 
reached this goal, and two-thirds had reserves equal to over 
75° of a year’s income. The state should never try to run a 
social service wholly by itself. Voluntary effort helps to bring 
the hospitals nearer the community. About 1,400 hospitals in 
the country now have their own League of Friends, or a similar 
voluntary organization, but 1,000 are without such attachment. 
It was easy to get voluntary work done in the small local hospital 
but not so easy in those that a few years ago were public assist- 
ance institutions or infirmaries; it was more difficult still in 
mental hospitals. The Minister of Health said that he thought 
that some form of National Health Service would come to every 
country eventually. In some cases it would be run by the govern- 
ment, in others it would be based on insurance schemes. 


Signs of Anoxia.—In a study on the acute respiratory infections 
of childhood, Dr. Brenda Morrison has confirmed that color is 
a poor guide in diagnosing the lesser degrees of anoxia (Lancet 
2:737, 1955). Some healthy children normally have a dusky 
appearance, while dangerous anoxia may not be accompanied 
by any appreciable color abnormality, particularly if the patient 
already has a low hemoglobin level. Oxygen lack was closely 
correlated with restlessness in the children examined. This rest- 
lessness varied with the amount of anoxia present and was pro- 
nounced when the oxygen saturation fell below 80°. Restless- 
ness is the outstanding sign of oxygen deficiency in the acute 
respiratory diseases of childhood. Disturbed sleep for any length 
of time, persistent crying, repeated flexion and extension of 
the limbs, rolling of the head, and arching of the back are mani- 
festations of restlessness. Handling, or any interference, is re- 
sented. These signs are dramatically relieved, if due to oxygen 
lack, by the administration of oxygen. An oxygen concentration 
of 60 to 70% in the ordinary oxygen tent is often required to 
relieve restlessness. In severe cases 95% oxygen supplied by 
a face mask, or a special box, may be necessary. Serious anoxia 
was more common in infants than in older children, and the 
behavior of the infant was the most valuable clinical guide for 
the control of oxygen therapy. 


Inspection of Doctors’ Offices.—At its meeting on Sept. 29, the 
London Executive Council received a report from the London 
Local Medical Committee on the inspection of general practi- 
tioners’ offices begun by the committee in October, 1954. The 
committee considered that 1,360, or 90.7°°, were satisfactory 
as regards accommodation and equipment. In a further 101 
cases, or 6.7%, the premises were for various reasons considered 
unsatisfactory but had been brought to a satisfactory standard 
subsequently as a result of suggestions by inspectors. This made 
a total of 97.4°¢ satisfactory premises. Seven physicians were 
unable to make their offices satisfactory or to obtain alternative 
accommodation. In 16 cases the London Executive Council 
had been asked to inspect the premises because the physician 
had refused access to inspectors, had refused to comply with 
requests for improvement, or had delayed in carrying out im- 
provements. Nearly 1,500 premises have been dealt with under 
the program of inspection. Complaints had been made to the 
committee that a few patients were guilty of destructive and 
dirty behavior and of pilfering. Such irresponsibility made it 
difficult for physicians to maintain adequate standards. There 
were apparently still cases of hardship caused by bomb damage 
in the war, and in such cases rehousing was necessary. 
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Tuberculosis Among National Servicemen.—All national serv- 
icemen in the Manchester area were x-rayed by an Army mass 
miniature radiography unit in March, 1952, February, June, and 
September, 1953, and March, 1954. The average number of men 
who underwent radiography on each of these occasions was 444. 
On each occasion one new case of pulmonary tuberculosis was 
discovered. None of these men, whose ages were 19 or 20, 
had had any illness during the period of national service, and 
all had had previous roentgenograms of the chest 4 to 13 months 
previously, which had been normal. In reporting these findings 
in the Journal of the Royal Army Medical Corps (101:246, 1955) 
Major Simon Freeman stated that as a result of them the follow- 
ing routine has been established for all service personnel at the 
Manchester Garrison Medical Center: (1) all must undergo 
radiography at least once a year; (2) all must undergo radiog- 
raphy before service overseas; (3) all must have a radiological 
examination of the chest on return from overseas; and (4) all 
must undergo radiography before demobilization. The last three 
examinations are made only if there has been no radiological 
examination of the chest within the preceding three months. 


New Penicillin.—Since 1949 mycologists have investigated the 
antibiotic properties of Cephalosporium. Work in the Michigan 
Department of Health, Abbott Laboratories, Parke, Davis & 
Company laboratories, and at the Sir William Dunn School of 
Pathology, Oxford (Nature 176:551, 1955) has shown that syn- 
nematin B and cephalosporin N derived from this source are 
identical in their activity against micro-organisms, destruction 
by penicillinase, antibacterial behavior after being run on paper 
chromatograms in a variety of solvent systems, and products 
formed after acid hydrolysis. Since they resemble potassium 
penicillin G in some of their properties, Sir Howard Florey sug- 
gests that both be renamed penicillin N, or aminocarboxybuty! 
penicillin. A number of patients with typhoid and salmonellosis 
have been successfully treated with these drugs derived from 
Cephalosporium. It is possible that patients who are sensitive 
to penicillin G may tolerate these new drugs, in view of the fact 
that skin tests show that some patients sensitive to the latter do 
not react to the new antibiotics. 


Would-Be-Physicians’ English.—At the Westminster Hospital 
Medical School's prize-giving day on Oct. 3, the dean deplored 
the low standard of written English of many of the applicants 
tor admission to the medical school. Only 1 in 10 reached 
the academic and personality standards required by the selection 
committee of the school. The dean said that any member of the 
medical profession should be able to put his thoughts on paper 
clearly and that this could be done only if one had a good 
command of written English. The contemplated removal of 
English from the minimum entrance requirements for the medi- 
cal school (and others) in London University is deplored. In 
interviewing applicants the dean said that he found very few 
who devoted more than two brief periods a week to the study 
of English and that, although several achieved an adequate 
standard, none achieved a high standard of English; in most 
the standard was so low that it bordered on illiteracy. 


Physicians’ Fees for Temporary Residents.—General practition- 
ers in the National Health Service are entitled to a supplementary 
fee of 70 cents, payable by the state, if called to a patient away 
from home or because of emergency. Such a patient is called 
a temporary resident. This fee includes any number of attend- 
ances that are necessary after an initial visit. One general practi- 
tioner complained of this in the correspondence columns of the 
British Medical Journal. He said that many of the so-called 
temporary residents called him after consulting hours and at 
night. In his desire not to split up a family during holidays by 
sending one of them to the hospital, he may have to make many 
visits. One case involved 14 visits, including 2 night calls, all 
for 70 cents. This did not cover gasoline for his car. As a final 
comment he notes that a small screw was replaced in his re- 
frigerator door. It took 10 minutes, and the charge was just 
over $1. 


Color Blindness.—Using the Ishihara test, W. F. W. Betenson 
(M. Officer 94:169, 1955) found 243 cases of color blindness in 
6,000 boys, aged 10 to 18 years. Of these boys, 53% were 
green blind, 14% were completely red-green blind, 11% were 
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red blind, 16° were incompletely red-green blind, and in 6% the 
condition was indeterminate. After the initial test, 211 of these 
boys had one or more additional tests. It was evident from 
this retesting that, although in many instances One or two of 
the plates were read differently by the same boy, the original 
classification into one of the above-mentioned groups was usu- 
ally correct. The author urges that testing for color blindness 
by the Ishihara test be required at all routine school medical 
inspections. 


Whooping Cough Vaccination.—In February, 1953, there was a 
severe epidemic of whooping cough in London. Dr. Brooks 
analyzed the incidence of the disease in relation to whether the 
affected children had been vaccinated against whooping cough 
(Month. Bull. Min. Health 14:142, 1955). In an estimated popu- 
lation of 2,000 vaccinated children, there were 121 cases of 
whooping cough, but, in an estimated population of 4,000 un- 
vaccinated children, there were only 149 cases. On the other 
hand, there were no severe attacks in any vaccinated child, and 
the proportion of attacks that were “severe or moderate” was 
13% in the vaccinated group, compared with 75% in the 
unvaccinated group. 


Proprietary Drugs.—The capital value of Britain’s proprietary 
medicine industry is more than 280 million dollars, according 
to Mr. H. E. Chapman of the Proprietary Articles Trade 
Association, who discussed this in an address before the British 
Pharmaceutical Conference in Aberdeen. The trend in the type 
of drugs most in demand was indicated by $2,087,232 of 
the total being spent on analgesics, $1,665,249 on laxatives, 
$1,456,843 on indigestion remedies, $674,612 on cough and cold 
remedies, and $536,676 on vitamins. The prescriptions of pro- 
prietary preparations in England and Wales have risen from 
18% of all prescriptions in 1950 to 31.75% in 1954. 


Fluorescent Flicker.— At the 117th annual meeting of the British 
Association for the Advancement of Science in Bristol in 
September, Dr. W. F. Floyd of the Middlesex Hospital medical 
school said that tests given to 30 clerks and typists showed that 
the slight flicker in fluorescent lighting did not impair their eye- 
sight. These office workers were able to pick out names and 
numbers from telephone books as well under flickering fluores- 
cent tubes as with ordinary filament lamps. Careful checks on 
their eyes throughout the four months’ experiment showed that 
no damage was done as a result of working under fluorescent 
lighting. 


FRANCE 


Functions of International Congresses.— | he Council for Inter- 
national Organizations of Medical Sciences held its third general 
assembly in Paris on Sept. 30 and Oct. |. The council was 
founded in Brussels, Belgium, in 1949 under the joint auspices 
of UNESCO and the World Health Organization and brings 
together most of the nongovernmental international organiza- 
tions in the field of medicine. Its object is to disseminate in- 
formation that will promote advances in medical science and 
encourage the application of such knowledge throughout the 
world. The assembly was concerned with the present trend of 
international congresses, and it reexamined the real functions 
of these meetings in the light of the changed situation brought 
about by specialization and the increased output of scientific 
research in various fields. On the one hand, the more general 
congresses were becoming too large, the number of papers read 
too great, and the opportunities for real discussion too rare. 
On the other hand, specialization tended to increase the number 
of meetings, and these specialized meetings often lost contact 
with their parent disciplines. As international congresses are not 
the best mediums for reporting scientific discoveries, it was 
agreed that much could be done to improve the opportunities 
they offered for personal contacts, for disseminating information 
io a wide international audience, and for arranging international 
symposiums and other related activities. 

With regard to written communications, it was agreed that 
there was much duplication between indexing and abstracting 
services. The difficulties of achieving coordination were recog- 
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nized, but it was thought that action of limited scope should 
be undertaken whenever opportunities arose. Standardization 
of terminology is an important activity that the council would 
continue to encourage. The assembly decided to promote a shift 
from individual participation to group participation through pre- 
congress working parties and symposiums, or by the appointment 
of experts to make digests of related communications, through 
a greater participation of young research workers, and through 
the holding after a congress of special international courses for 
the host country, in particular cases. The council will continue 
to organize symposiums and _ scientific meetings in under- 
developed countries. The assembly also instructed the executive 
committee to explore the possibilities of initiating a program 
in geopathology. 


INDIA 


“Ayurveda.”—In an editorial in the August issue of the Anti- 
septic, Dr. Kirshna Rau stated that public opinion has been 
strongly rising in favor of Ayurveda, a system of medicine sup- 
posed to have dated from the 27th century B.C. and extended to 
about the 10th century A.D. After that it appears to have stag- 
nated, although it has never completely died out. Several eminent 
physicians, after having practiced modern medicine, have studied 
Ayurveda with great interest and enthusiasm. The Chopra Com- 
mittee has published a translation, with notes, on the writings 
of Caraka, pioneer of the Ayurvedic system, and has made ex- 
tensive study of indigenous plants under a grant from govern- 
ment. Research institutions have been established along modern 
scientific lines to study Ayurveda in relation to modern western 
medicine. One of the drugs that has created world-wide interest, 
Rauwolfia serpentina, comes from this indigenous system of 
medicine. The research institute at Jamnagar has been function- 
ing for over three years, with one team working along purely 
Ayurvedic lines and another along modern western lines. A yur- 
veda flourishes in rural India, where over 85% of the population 
continues to be treated by this system. Because it is based to a 
great extent on botanical knowledge and the availability of a 
wide range of medicinal plants, it has the advantages of being 
cheap and of using easily available drugs. The protagonists have 
brought out several arguments in its favor including the sense 
of patriotism, and antagonists, backed by physicians trained in 
modern medicine, have considered it ancient and useless. The 
editorial has tried to show that the truth lies somewhere between 
the two points of view. If the Ayurvedic system is to come into 
its Own again, there must be an integration of it with all that is 
best in any other system of medicine. This can only be done if 
Ayurvedic institutions develop into active centers of objective 
research. 


Treatment of Hemiplegia.—Bharucha and Ganeshan in the 
Journal of Postgraduate Medicine for July reported on 16 
patients with hemiplegia due to vascular accidents who were 
treated by injecting a 2% solution of procaine into the stellate 
ganglion soon after the onset of the disease. Successful in- 
jection was confirmed by the appearance of Horner’s syndrome 
immediately after the injection was made; eight patients showed 
definite improvement, and in each there was first a return of 
power followed by a return of tone, reflexes, and speech. Stellate 
ganglion block acts by relieving prolonged spasm. Although 
various accidents including pneumothorax, spontaneous collapse 
of the lung, and sudden death may occur, only one patient in 
this series died. Death occurred within a few minutes after the 
third procaine injection. No autopsy was performed. The maxi- 
mum improvement occurred in patients who were treated within 
the first 12 to 24 hours after the onset of hemiplegia. The degree 
of improvement showed no relationship to age. The block was 
repeated about every 12 hours until no further improvement 
was noted; four to six injections were required in most cases. 


Primary Lung Cancer.—-Although the incidence of primary 
cancer of the lung is much lower in Bombay than in the western 
countries, in the last decade it appears from autopsy reports to 
have steadily increased. The importance of tobacco as a causative 
factor in India has been studied. In Bombay State alone the 
average consumption of cigarettes more than doubled between 
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1949 and 1953. The poorer classes, however, smoke a native 
product that is a little smaller than a cigarette. Unlike a cigarette, 
it is not wrapped in paper but in tobacco leaves and the tobacco 
used is not so highly refined as cigarette tobacco; 96,800,000 Ibs. 
of this unrefined tobacco was consumed in 1950 and 120,200,000 
Ibs. in 1953 for the whole of India. At a staff meeting of the 
G.S.M. College and K.E.M. Hospital in Bombay, Dr. D. D. 
Banker stated that of 9,210 autopsies performed between 1926 
and 1953 at the K.E.M. Hospital, 370 cases of malignant disease 
were found. Of these, 292 were cancer and 78 were sarcoma; only 
43 were primary carcinoma of the lung. Secondary malignancy 
of the lung was found at 60 autopsies. The patient’s symptoms 
had included breathlessness, cough, cachexia, and ascites. In 
some cases death had occurred within six weeks; the longest 
survival period without operative treatment was two years, but 
the average duration of life was six to nine months. Death had 
been due to cachexia and bronchopneumonia in most of the 
patients. 


Lepromin Test.—In the April issue of the Bulletin of Calcutta 
School of Tropical Medicine, Dharmendra and Chatterjee re- 
ported on the prognostic value of the lepromin test in persons 
who have been exposed to infection from lepers. The lepromin 
test is useful in determining the prognosis in persons suffering 
from the disease as well as in contacts, and its value has increased 
in recent years because of the possibility that BCG vaccination 
may be a useful prophylactic measure—this procedure converts 
a negative into a positive lepromin reaction. The authors made 
a follow-up study of 803 healthy persons on whom a lepromin 
test had been performed 15 and 20 years earlier in a rural dis- 
trict of Bengal; 123 were not available, and, of the remaining 
680 persons, leprosy was detected in 39, or 5.7%. The incidence 
of the disease was higher (14%) in the lepromin-negative group 
than in the lepromin-positive group, in which the incidence was 
only 3.2%. Furthermore, the lesions that developed in the 
lepromin-negative group were of the more serious lepromatous 
type. 


Prophylaxis of Malaria.—Mitra and Chaudhary (Bulletin of 
Calcutta School of Tropical Medicine, April) have carried out 
therapeutic trials with a single dose of amodiaquin alone and 
in combination with primaquine to determine the value of these 
drugs in preventing malaria. They found that prophylaxis was 
possible with a single dose repeated at fortnightly intervals. The 
trial was carried out in a rural area and primaquine was added 
because of its action on the gametocytes. Two groups of 200 
persons in adjacent villages about 35 miles from Calcutta were 
selected for this trial. One group was given the prophylactic dose 
using two tablets for adults, one for children, and half a tablet 
for those below the age of four years. Each tablet contained 
150 mg. of amodiaquin and 10 mg. of primaquine. At the end 
of three months blood smears were negative for parasites in the 
treated group in contrast to the control group in which the in- 
cidence of parasite-positive smears had risen from 4.1 to 8.9%. 


Herpes Zoster.—In the Bulletin of Calcutta School of Tropical 
Medicine for April, Chakraborty and Bannerjee reported taking 
the fluid from vesicles of patients with chickenpox and preparing 
a filtrate. They gave this filtrate subcutaneously, beginning with 
doses of 0.1 ml. and increasing gradually to doses of 0.3 ml. 
daily, or every second day, according to the severity of the dis- 
ease, to 10 men with herpes zoster. Progressive relief from pain 
was noted soon after the first injection. The vesicles dried within 
a week in all patients, and in none did any neuralgia persist after 
the acute stage had subsided. These results compare favorably 
with those obtained with the use of herpes zoster tissue filtrates. 
These results give further evidence of the close relationship 
between the virus of herpes zoster and that of chickenpox and 
the possibility that they may be identical. 


Filariasis—Although blood examination for microfilaria is 
generally carried out at night because of the nocturnal peri- 
odicity of the parasites, this is not necessary provided a careful 
examination of a sufficient amount of blood is made during the 
day. Chaudhary and Bhaduri (Bulletin of Calcutta School of 
Tropical Medicine, April, 1955) took blood from the finger and 
the antecubital vein of 68 patients. The venous blood collected 
during the day was negative for parasites in 18 of the patients, 
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although the same patients had positive findings on examination 
at night. Buxton has suggested that the diurnal counts would 
be positive when the nocturnal count was over 40, but the 
authors could not show any such definite relationship. They 
conclude that examination of a nocturnal specimen is essential 
for best results. 


New Anthelmintic.—Cardol, a constituent of cashew nut shells, 
has been studied for its anthelmintic property in human beings, 
because its action has been already recognized in dogs. Cardol, 
which is chemically a substituted resorcinol, is a viscid brown 
liquid having powerful irritant properties when applied to the 
skin or mucosa. Bhaduri and his co-workers gave gelatin cap- 
sules, each containing 6 gm., to adults with various infections. 
There was no sign of toxic effect or fluctuation in blood pres- 
sure after cardol was given. In 16 of 23 patients so treated 
ascariasis was cured; in 19 of 27 patients ankylostomiasis was 
cured; and in 3 of 10 patients trichuriasis was cured. 


Penicillin G in Anemia.—Bhende and Dixit in the Journal of 
Postgraduate Medicine for July reported on six patients with 
nutritional megaloblastic anemia who were given crystalline 
penicillin G by mouth. Penicillin is not a hemopoietic agent, 
but its influence on the intestinal bacterial flora has been said 
to affect the synthesis, absorption, or availability of vitamin By 
in the intestinal tract. This treatment was completely ineffective 
in this group of patients. The authors believe that the fact that 
nutritional megaloblastic anemia is not an entity explains the 
discrepancy in the results obtained by them and those reported 
by others. 


NORWAY 


Botulism.—The omission of botulism from the list of reportable 
diseases in Norway is excusable in that none of the 43 cases of 
it recorded in this country proved fatal, but a recent outbreak 
reported by Dr. Sindre Lunde in the Journal of the Norwegian 
Medical Association shows that, had this disease been reportable, 
much suffering might have been avoided. The trouble began on 
June 5, 1954, when the inmates of a school partook of a smoked 
ham. The gastrointestinal symptoms that followed were so slight 
and transient that they attracted little attention. On June 8, 
disurbances of vision set in, but, although the ophthalmologist 
consulted suspected botulism, the disease not being reportable, 
no action was taken and the ham was allowed to appear again 
on the table on June 19. This time there were 33 patients, 4 of 
whom had to be admitted to the hospital. As on the first occasion 
the reaction began with the gastrointestinal symptoms, which 
lasted a day or two. After the second day neurotoxic symptoms 
developed persisting for weeks and in some patients for months. 
Involvement of the throat and eyes was indicated by difficulties 
of swallowing, dryness of mouth and throat, loss of pharyngeal 
reflexes, blurred vision, and diplopia. Clostridium botulinum 
type B was isolated in pure culture. The B vitamins and neo- 
stigmine, or acetylcholine, were given with good effect, but, in 
some, the ocular symptoms lasted for two months. There are 
some curious geographical differences in the behavior of botu- 
lism. The reason it is more deadly in the United States than in 
Norway may be that type A is the more prevalent type in the 
United States, whereas type B is predominant in Norway. The 
three important outbreaks observed here were traced to infected 
hams, whereas the six outbreaks observed in Denmark were 
traced to mackerel, salmon, and herring. The fluctuations in 
the incidence of botulism at different times and in different 
countries are probably more apparent than real, reflecting the 
degree of botulism-consciousness of the medical profession from 
time to time. Such consciousness might well be stimulated were 
the seriousness of botulism to be stressed by its inclusion among 
the reportable diseases. 


Acetazolamide for Glaucoma.—In Tidsskrift for den norske 
Legeforening for Aug. 15, Dr. T. H. Berg reported on 15 patienis 
given acetazolamide as a supplement to other remedies for glau- 
coma. Among the five patients with acute glaucoma, there were 
four in whom the combination of acetazolamide with physostig- 
mine and pilocarpine effected a reduction of the intraocular 
pressure to normal. Among the five with simple glaucoma, there 
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were three in whom eczema around the eyes prevented the use 
of the usual miotics. In these patients the intraocular pressure 
could be reduced pending the advent of a phase suitable for 
operation. Among the four patients with secondary glaucoma 
was one whose condition had proved refractory to the usual 
drugs. An operation had seemed inevitable, but after 17 days 
of treatment with acetazolamide the pressure had become nor- 
mal. In several patients a fall of pressure in response to acetazol- 
amide was not maintained for long and it became necessary to 
increase the dose in order to obtain the desired effect. Four 
patients responded to the drug with gastrointestinal symptoms, 
and one became so nauseated that it had to be withheld. Four 
patients suffered from paresthesia of the limbs, which in one 
was provoked by a single dose of 250 mg. An attack of renal 
colic occurred in one patient during this treatment. Berg be- 
lieves that acetazolamide has not yet displaced the older drugs 
used to treat glaucoma but that it may be regarded as a useful 
supplement to them. 


SPAIN 


Gastric Circulation.—Drs. A. de la Fuente Chaos of the Uni- 
versity of Madrid and J. L. Puente Dominguez of Santiago de 
Compostela studied 300 human stomachs after gastrectomy and 
at autopsy. In general, the vascular arches of the greater and 
lesser gastric curvatures give rise to large collateral vessels, which 
branch off at intervals of about 1 cm. These vessels occupy small 
areas on the surface of the stomach, give small branches to the 
serosa, and constitute the most superficial vascular plexus of the 
stomach. They then perforate the gastric wall and progress into 
the deeper layers of the stomach. In the antrum the vessels of the 
serous plexus form direct anastomoses by inosculation in an 
uninterrupted layer. In the fundus these vessels anastomose in 
star formation with vessels originating in the submucosa. This 
leaves large spaces without vascularization between the two 
layers. Microphotographic examination showed that (1) collateral 
vessels that branch off at a right angle are predisposed to be 
transformed into recurrent vessels; (2) the caliber of the veins 
is much greater than that of the arteries; (3) primary vessels 
change their direction near the point of their origin when they 
are ready to perforate the gastric wall; and (4) the purely serous 
vessels are few and small and are placed in a spiroid arrange- 
ment by means of which they are adapted to the physiological 
and pathological dilatations of the stomach. Most of these vessels 
follow a transverse course from one curvature to the other. The 
possible recurrent disposition of the primary branches is of 
interest in the development of local ischemia and venous stasis. 
Both conditions are favored by bending the branches, near the 
point at which they enter the deeper layers. The surgeon should 
bear in mind that the vascularity of the central portion of the 
fundus is scanty. This makes it necessary to exercise extreme 
care during suturing, especially when the circulation is impaired 
as a result of the presence of edema and fibrosis of the wall. In 
gastric Operations, horizontal rather than vertical sutures should 
be used to prevent strangulation of the vessels and ischemia. 

The structure of the vascular plexus of the muscular coat is 
the same as that of any vascular plexus along all layers of smooth 
muscle tissue of the digestive tract. The light arrangement of the 
vascular plexus facilitates circulation during the constant mus- 
cular contraction. The function of the vessels of the muscular 
coat depend on the tonicity of the coat. The scanty vasculariza- 
tion of the muscular zone may be the cause of the poor func- 
tional results seen when the atonic stomach of a patient is oper- 
ated on. The failure of recuperation of gastric tonicity after 
gastrectomy, when the operation is performed on patients with 
marked gastric dilatation and pyloric disease of long duration, 
seems to indicate incapacity of the muscular coat to recover be- 
cause of the poor vascularization in this zone. No arteriovenous 
anastomoses occur in the muscular coat. 

The submucosal vascular plexus is the most important source 
of vascularization of the stomach. Between the muscular layer 
and the muscularis mucosae, there is a heavy zone of connective 
tissue in which blood vessels branch off and constantly multiply, 
thus creating a layer of enormous vascularity. The arteries of 
the submucosal vascular plexus are arranged in polygonal for- 
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mation, with an enormous multiplication of closed anastomoses 
that result in a constant, uniform, and intense vascularization of 
the zone. These characteristics explain the failure of partial liga- 
tion in cases of gastrorrhagia because of the fact that the multi- 
plication of anastomoses interferes with the unilateral closure. 
The caliber of the veins is three or four times that of the arteries. 
Venous blood lacunae are formed in some of the large veins. 
Some of the veins have many vasa vasorum. The stratigraphic 
arrangements of the vessels, their volume, the multiplicity of 
their anastomoses, and their passage into the mucosa by means 
of vertical arborizations show that this richly vascular layer is 
the stomach’s only blood depot. This large vascular plexus main- 
tains hypersecretion of the glandular apparatus, but it may be the 
cause of the occurrence of grave and even fatal hemorrhages 
from perforation of venous blood lacunae. Repeated hematemesis 
and melena is explained by uniformity of the blood supply given 
by the arterial polygonal formation. Arteriovenous anastomoses 
exist in this plexus. The vascular plexus of the muscularis 
mucosae is the seat of most of the arteriovenous anastomoses. 
The role of the vascular short circuits in the formation and 
course of gastric ulcer has been proved. Closing and opening 
of vascular short circuits result in hypoxia or anoxia in certain 
zones. This facilitates the digestion of tissues by the gastric juice. 


Submucosal Plexus.—With certain regional exceptions, the ar- 
teries of the submucosal plexus pass obliquely through the 
muscularis mucosae to reach the mucosa. Here they divide into 
three or four branches in a spiral arrangement and end in capil- 
laries that form circles about the glands. Changes of caliber of 
the capillaries play an important role in the formation and course 
of gastric ulcer through their correlation with the nervous mech- 
anism that regulates stimuli and controls the quantitative and 
qualitative variations of gastric secretion. Ulcers occur frequently 
in the poorly vascularized zone between the antrum and the 
duodenum. The occurrence of the ulcer either in the gastric or 
the duodenal region gives special characteristics to its clinical 
evolution, which depends on the degree of vascularity of the 
involved region. A similar ulcerous predisposition may exist in 
the lesser curvature where few vascular anastomoses are found. 
The vessels of the mucosa of the lesser curvature are not branches 
of the submucosal plexus as Is the case with those in other gastric 
regions. They have an extragastric origin, branching off from 
the left gastric artery. These branches perforate the gastric wall 
without forming a submucosal plexus. When they reach the 
muscularis coat they separate into three or four tortuous branches 
that anastomose with those nearby. Then they branch off into the 
mucosal arteries, forming a vascular layer similar to vascular 
layers observed in other regions except that the diameter of their 
lumen is very small and they form but few anastomoses. The 
extragastric origin of the arteries of the lesser curvature gives 
these zones certain peculiarities. The blood supply depends on 
local stimulation of the mucosa and on general sympathetic 
stimulation, which causes vasoconstriction of the main arteries. 
This is not the case with the blood supply of the mucosal zone of 
the anterior and posterior wails, the vascular mucosal plexuses of 
which are regulated by the same stimulation that regulates the 
submucosal plexuses. The value of this arrangement is appreci- 
ated when it is compared with the action of the vagus that causes 
acute ischemia in the antrum pylori in the lesser curvature. These 
structures form a circulatory solidarity that suddenly disappears 
in the duodenal region. Similar vascular changes are caused by 
emotion and stress. 

The vascularity of the cardia, the lower portion of the esoph- 
agus, and the gastric fundus is uniform. The left branch of the 
hepatic artery progresses through the omentum to the anterior 
and posterior aspects of the abdominal esophagus. The inferior 
phrenic artery divides into the superior or diaphragmatic, the 
right or esophagocardial, and the left or tuberosal branches, 
which reach the thick gastrophrenic ligaments. The large anas- 
tomoses of these vessels and the absence of valves in the 
coronary veins may cause retrograde currents in patients with 
portal hypertension. Under these circumstances, varices form 
in the fundus and in the esophagus. The presence of an abundant 
periadventitial venous plexus and of vasa vasorum in the local 
vessels is another possible cause of gastric lesions. If thrombosis 
is the real cause of gastric ulcers, the role of the periadventitial 
plexus is definite because of the fact that the zones of ischemia 
in this plexus may produce thrombosis of the underlying vessels. 
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CORRESPONDENCE 


VITAMIN K EMULSION 


To the Editor:—In the Oct. 15, 1955, issue of THE JOURNAL, 
page 635, is an article entitled “Treatment of Coronary Throm- 
bosis with Myocardial Infarction,” which contains a recom- 
mendation for the use of one of our products that 1s causing 
us considerable concern. As printed in THE JOURNAL, the disturb- 
ing statement appears as the first complete sentence on page 638. 
Speaking of the antidotal use of vitamin K for anticoagulant- 
induced hemorrhage, a dose of 5 to 10 mg. per kilogram of 
body weight of “vitamin K emulsion” is given by reference to 
a single article on this use of the emulsion (vitamin K, is clearly 
meant since it is the only such emulsion domestically available 
and the article referred to is on “emulsified vitamin K,”). Such 
a dose of vitamin K,; for a man weighing 75 kg. (165.4 Ib.) 
would come to a total of 375 to 750 mg. of Emulsion of Vita- 
min K, given intravenously. This dose is away and beyond 
anything recommended for the treatment of anticoagulant- 
induced hemorrhage. Our original dosage recommendations for 
the emulsion were in the general range of 100 to 150 mg. for 
emergency use. Since the introduction of Emulsion of Vitamin 
K, a large body of literature has collected on the subject showing 
a steady trend to a much lower dosage. We have just revised, 
and had accepted by the Food and Drug Administration, a new 
text on Emulsion of Mephyton, recommending doses for emer- 
gency use usually only up to SO mg. (Occasionally doses up 
to 100 mg. may appear necessary and may be advisedly used.) 
There are two good reasons for not giving excessively large 
doses of Emulsion of Vitamin K;. One, that from larger doses 
prolonged interference with subsequent therapy with prothrom- 
bin-depressing drugs occurs; and two, the intravenous use of 
huge amounts of the emulsion presents a question of safety 
that has not been adequately investigated. So it is hard to justify 
the use of up to 750 mg. (15 cc.) of this material as against a 
usually adequate dosage of up to 50 mg. (1 cc.). We realize 
that the authors of the article have reported accurately from 
their reference by Guttas and co-workers (Blood 8:276, 1953): 
however, this single paper, published over two years ago, does 
not represent the present consensus of most investigators using 
Emulsion of Vitamin K; as an antidote to prothrombin-depress- 
ing anticoagulants. The consensus, as mentioned above, is toward 
relatively low dosage. Furthermore, Guttas and his colleagues 
in their article recommend far smaller doses of vitamin K, in 
the absence of emergency (even these doses—0.5 to 2.0 mg. per 
kilogram of bodyweight—are higher than those now considered 
good practice for nonemergent use). Realizing the importance 
of optimum dosage and dosage forms, Merck & Company, Inc., 
will make available tablets of vitamin K; so that in nonemergent 
situations small doses can be given readily and without the need 
for intravenous administration. Investigators have found that 
quite small doses of vitamin K, by mouth aid in the control of 
prothrombin levels and lessen the hazard of actual hemorrhage 
from anticoagulants, 

M. JANE Howe Lt, M.D. 

Medical Division 

Merck & Company, Inc. 

Rahway, N. J. 


SKIN TESTING FOR PENICILLIN SENSITIVITY 


To the Editor:—The report of Berger and Eisen in THE JouRNAL, 
Sept. 17, page 191, “Feasibility of Skin Testing for Penicillin 
Sensitivity,” quite properly emphasizes the shortcomings of this 
procedure but does not adequately assay the value of the penicil- 
lin skin test when it is positive. The association of a strongly 
positive immediate skin test, read at 15 minutes, with penicillin 
anaphylaxis has been documented by many authors. Recently 
B. B. Siegel and co-workers reported positive passive transfer 
in every | of 10 instances of anaphylactic shock, with a high 
titer of reagins in several, indicative of the presence of a positive 


immediate direct test. Thus most observers agree that a strongly 
positive immediate skin test is indicative of anaphylactic sensi- 
tivity to penicillin and serves as a warning against its administra- 
tion. This test is most safely done by the scratch method and 
only then supplemented by graded intracutaneous tests. None- 
theless false negative tests occur. It is only the positive, not the 
negative test, that is of clinical value. The delayed positive skin 
test is More common but of less certain clinical usefulness. First 
described by Welch and Rostenberg (J. A. M. A. 126:10 |Sept. 2| 
1944) it was found positive in 5% of adults tested. This incidence 
among those never before exposed to penicillin (a possibility more 
certain a decade ago than today) was confirmed by others. Ris- 
man and Boger (J. Allergy 21:425, 1950) tested over 200 persons 
in three groups: those not previously exposed to penicillin, those 
treated but not reacting, and those with a history of reaction. 
The incidence of the positive delayed test was, in the respective 
groups, 5, 10, and 55%. These tests were carried out with 
crystalline penicillins rather than with procaine penicillin, as 
done by Berger and Eisen. However, there is some indication that 
the latter likewise elicits a positive reaction, although it may be 
a less sensitive test material. Berger and Eisen also deviated from 
the technique employed by previous observers in that they in- 
jected only 0.02 cc. instead of the usual 0.1 cc. for this test. 
Neither the delayed nor the immediate skin test is likely to be 
positive at the time of or soon after the ordinary delayed type of 
urticarial reaction. Tests are positive if some level of persistent 
penicillin sensitivity is established. The immediate reaction be- 
comes highly positive if an anaphylactic level is attained. The 
delayed test is positive only when either an erythematovesicular 
reaction has or may occur or when an accelerated (not immedi- 
ate) clinical reaction is likely. As with the immediate skin test, 
the absence of a positive delayed skin test should not be inter- 
preted as indicating absence of allergy. Berger and Eisen state 
their belief that penicillin desensitization “is not feasible.” Its 
feasibility has been documented by at least four independent 
observers (O'Donovan and Klorfajn, Lancet 2:444, 1946: Peck 
and Siegal, J. A. M. A. 134:1546 |Aug. 30} 1947; Alexander, 
A. M. A. Arch. Dermat. & Syph. 68:323 |Sept.| 1953: and 
Roberts, A. M. A. Arch. Indist. Hyg. 8:340 [Oct.| 1953). Several 
of these cases illustrate not only the recovery of tolerance to the 
antibiotic in full therapeutic dosage but also the conversion of 
penicillin skin tests from positive to negative. Limitations of, 
indications for, and technique of penicillin d itization are 
included in my recent review of the problem of antibiotic allergy 
(New York J. Med. 55:2303, 1955). 


SHEPPARD SIEGAL, M.D. 
2 E. 84th St. 
New York 28. 


ESTROGENS AND BLEEDING 


To the Editor:—\ read in the Oct. 8 issue of THe Journat, 
page 546, the article “Estrogen Given Parenterally to Control 
Epistaxis and Hemorrhage After Adenoidectomy.” The author 
states that “the purpose of this article is to offer a relatively new 
approach to these problems.” I have been in general practice 
for the past 25 years and have done a fairly large amount of 
nose and throat surgery. In the early 1930's, while perusing 
the literature to obtain information concerning the control of 
bleeding following tonsillectomy and adenoidectomy, I found 
that the use of estrogens was advocated for the control of bleed- 
ing, and I used them parenterally in patient's who had post- 
operative hemorrhage. | am glad that the author called attention 
to the use of estrogens in bleeding, but their use is not new. - 
After practicing medicine for many years, one hears of many 
new discoveries that are not really new or discoveries. 


JoserH J. GERTNER, M.D. 
1509 Draper St. 
Kingsburg, Calif. 
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MISCELLANY 


Reproduced by permission of the proprietors of Punch (April 
13, 1955).—Eb. 


IS THERE A DOCTOR... .? 
Richard Gordon 


Lecturers in medical schools often wonder during their last 
twenty minutes of class what can be occupying the dozen or 
so students who are not fiddling with their notebooks, sharpening 
their pencils, staring encouragingly at the clock, or reading a 
newspaper under cover of their desks. These pupils are sitting 
with their chins in their hands and their pens in their mouths, lost 
in thought. They are, in fact, indulging in the same little day- 
dream, which runs like this: 

The student, in his best suit, is walking down Oxford Street 
on a sunny afternoon, which is suddenly disturbed by the squeal 
of brakes and a scream. Immediately a crowd gathers. This re- 
spectfully divides as he hurries up, pulling out his stethoscope, 
and announcing “I am a doctor.” !n the road lies the most 
beautiful blonde he has ever seen. Behind her stands her mother 
in hysterics and a distraught taxidriver. “I'll take charge here,” 
says the student crisply. “No fractures,” he adds, running his 
hands professionally over her limbs. “Constable—don’t stand 
there staring, man! Fetch an ambulance. Don’t worry, my dear, 
you're in good care.” He visits her daily at the hospital, and 
during her convalescence they get married. Afterwards they live 
happily in a large country house, because her father turns out 
to be unbelievably rich, and she bears him several beautiful 
children. 

Such happy accidents unfortunately never happen. The first 
one I attended, a week after passing my finals, may have involved 
a blonde heiress—I never found out. Pushing my way into the 
crowd I came against a large man in a check overcoat who spun 
round and shouted “Who the hell d’you think you’re shoving, 
sonny?” “I am a doctor,” I explained with dignity. For a second 
he looked me up and down, assessing my youthful face, my only 
suit, and the collar that should have been at the wash. “And 
I'm Madame Butterfly,” he said, returning to his savouring of 
the disaster. 

At my next accident I reached the centre of the crowd, where 
I found a drunken Irishman holding his foot with one hand and 
trying to fight a lorry driver. As I attempted to minister to him 
he tried to fight me instead, and I was glad to be hustled away 
by the police. My third accident occurred in Cornwall. This 
time I won the esteem of the audience, so much so that a week 
later | was summoned to give evidence in the local police court. 
The case was a complicated one, and had to be adjourned several 
times. Later it developed into a civil action at the local assizes. 
By then I was beginning to think of giving up my London 
practice and settling in Truro. 

Now I wouldn’t even answer an appeal for a doctor in the 
middle of a West End musical—it would be only one of the 
stage hands down with his rheumatism again. This attitude is 
not wholly compatible with the Hippocratic Oath, but it agrees 
with the forthright gentleman who taught me surgery, Old Blood 
and Thunder. “Never stop for a street accident, gentlemen,” he 
declared during a lecture on fractures. “It'll land you in the 
coroner’s court quicker than anything. Besides, you'll be spoiling 
a lot of fun. Do you realize that every street in the country’s full 
of men, women, and Boy Scouts who’ve got a first-aid certificate 
and are longing for a chance to slap on a pair of splints in dead 
earnest? Let them get on with it, genthemen—they know a 
damn sight more about pressure points and bandages and black 
eyes than we do. If ever I’m dragged out of the Thames I'll 
have a healthy policeman to do artificial respiration, thank you, 
not some overweight doctor who’s soon more asphyxiated than 
I am. Besides,” he added, “you'll never get a fee for it. Re- 
member, gentlemen, that human bones are filled not with red 
marrow but black ingratitude.” 
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The public nevertheless enjoys seeing a man dashing up with 
a stethoscope, and the medical profession is never thought of 
more highly than when it is getting in the way of two trained 
attendants trying to push a stretcher into an ambulance. For 
drama, a doctor in a hurry is better than a fire engine and almost 
as good as a smash-and-grab. This was demonstrated by a fellow- 
student of mine who enjoyed passing his spare evenings at one 
of the big Palais de Dance in Tottenham Court Road. The man 
who shared his digs rang up one night and asked if his friend 
might be brought to the telephone, adding, for prompter service, 
that the dancer was a doctor. The management, who recognized 
free entertainment by instinct, immediately stopped the band 
and ordered a roll on the drums. The conductor stepped to the 
microphone and announced solemnly that Dr. Smith was 
needed urgently on the phone. Smith happened to be in the 
middle of the floor, and was picked out by a red spotlight and 
he hurried towards the exit through awe-struck couples, who 
reverently made way. He said he felt disappointed himself when 
his friend asked where he had put the sausages for supper. 

Another student at Edinburgh some years ago was less fortu- 
nate. He was riding in a tram down Princes Street one morning 
shortly after his arrival when it knocked over a pedestrian. The 
vehicle’s first-aid box was produced, and an untidy old gentleman 
who had been sitting opposite shakily tried to apply a tourniquet. 
After watching him fumble for some time the student said “Here, 
old chap, you’d better let me have a go at that. I'm a medical 
student.” 


“By all means, young man, if you wish,” was the reply. 
“Though I don’t suppose you'll have much more success, because 
I’m the Professor of Surgery.” 


THE LEISURE CORNER 


Reprinted with permission from Films in Review, November, 
1955.—Eb. 


THE DOCTOR ON THE SCREEN 


HE HAS BEEN IN RELATIVELY VERY FEW FILMS 
AND FEW OF THEM HAD ANY SIGNIFICANCE 


Jack Spears 


The doctor has been the central figure in littke more than a 
hundred fiction films in the more than 50 years of filmaking. 

Almost all were box office successes (the most notable turkey 
was Sister Kenny). Stanley Kramer’s current Not as a Stranger 
is expected to gross between seven and ten millions. 

From an informed, realistic medical viewpoint, however, only 
a few of these movies had anything of consequence to say. 

The doctor got into movies quite early. He appeared in some 
of George Méliés’ curiosities, broadly caricatured of course, but 
possessed of the air of mystery and superiority doctors have 
immemorially enjoyed. 

The country doctor has been much beloved in movies.! One 
of D. W. Griffith’s early Biograph films was devoted to and 
called The Country Doctor. The title was also used for the 
picture Rupert Julian produced and directed in 1927 for Cecil B. 
DeMille’s short-lived company, and for the picture Henry King 
directed in 1936 for 20th Century-Fox. These three pictures had 
different stories. Henry King’s was a sentimental account of the 
birth of the Dionne quintuplets and the role of Dr. Alan Roy 
Dafoe (played by Jean Hersholt). 

The public’s love and respect for the country practitioner 
precluded the intrusion of social values into films about him. 
This was especially true of the Dr. Christian series, a group of 


1. The story that inspired Sir Luke Filder’s famous painting was made 
into a 2-reeler in 1926, entitled, of course, The Doctor. Eight years later 
a l-reeler song act, also called The Doctor, was built around Sir Luke’s 
painting and was touchingly sung by Helen Morgan. 
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medical soap-operas featuring Jean Hersholt. Also true of Will 
Rogers’ homey charms in Doctor Bull, a John Ford directed 
version of James Gould Cozzens’ novel, The Last Adam, about 
a New England village medico who cared for all ills—from 
horse to human. Lew Ayres added considerable stature to the 
medical profession as a backwoods Pygmalion in Johnny Belinda. 
Bing Crosby and Barry Fitzgerald traded the round collars of 
Going My Way? for the stethoscope of Welcome Stranger, more 
an attempt to capitalize on the success of the earlier film than 
to deal seriously with medicine. 

The best country doctor picture was RKO’s A Man to Re- 
member, Filmed in fifteen days at a cost of only $119,000, this 
unpretentious B-film proved to be one of the sleepers of 1938. 
It was Garson Kanin’s first directorial effort, and Edward Ellis 
gave a beautifully low-key performance as a country doctor too 
dour to be really popular, too kindly to collect his fees, and 
too conscientious to neglect his professional responsibilities. 

The doctor has been very useful as a personality device, 
different from the common run of men, to spice otherwise 
routine romantic melodramas. In 1915 one of these was called 
The Doctor's Secret. In 1929 that title was used for a film in 
which the secret was Ruth Chatterton’s attempt to leave her 
husband and her return to him when her lover is killed. 

Doctors provide excellent situations for domestic dramas and 
light comedies. One of the earliest romantic mellers using a 
doctor for its main gimmick was The Doctor and the Woman, 
from the Mary Roberts Rinehart novel. It was scripted and 
directed by Lois Weber, one of Hollywood’s very few women 
directors (cf FIR, Nov., 1950). Strictly geared for laughs were 
Every Girl Should Be Married, Over the Moon, The Doctor 
Takes a Wife, and the stupid No Minor Vices. As the harried 
pediatrician in Every Girl Should Be Married, Cary Grant set 
a pattern which was frequently repeated. Fred MacMurray was 
a likeable baby specialist in The Lady Is Willing, as was James 
Mason (in some curious casting) in Caught, a peculiar mixture 
of comedy and drama. 

The doctor-nurse-wife variant of the eternal triangle has been 
used in such light fare as Doctor's Women, Doctor's Wife, 
Doctor and Nurse, and Between Two Women. The latter, a pot- 
boiler of 1937, was scripted by Erich von Stroheim, although 
his name did not appear in the final credits. The once-great 
director of Greed, according to the publicity, based most of the 
story on personal observations at the Los Angeles hospital in 
which his wife had been a patient. 

Other domestic dramas with medical overtones included 
Doctors’ Wives, an early Frank Borzage talkie; ] Take This 
Woman; 1 Married a Doctor; The Doctor and the Girl, a Dr. 
Kildarish mish-mash of medicine, romance, domesticity and 
sociology; and Society Doctor, in which Robert Taylor, as a 
Park avenue specialist, did littke more than prepare his public 
for his appearance as a dedicated young doctor in Magnificent 
Obsession (1936). That slick soap-opera was re-made last year. 

The doctor does not lend himself too well to comedy. He 
was broadly caricatured by Mack Sennett, and in 1925 by Stan 
Laurel in a take-off called Dr. Pyckle and Mr. Pryde. 

One of Harold Lloyd's best vehicles was Doctor Jack (1923), 
a spoof about a breezy young country doctor who believed in 
auto-suggestion. Doctors delighted in Lloyd’s unorthodox pre- 
scriptions: excitement for a bored society girl, the visit of a 
neglectful son to his invalid mother, curing a small boy by 
telling him the schoolhouse burned down. Stethoscopes became 
make-believe telephones and temperatures were taken with sugar 
candy. If Lloyd poked fun at the pompous seriousness of the 
medical profession, he also showed that much of the art of medi- 
cine lies in inducing a sense of optimism and happiness. Many 
physicians came away from this Lloyd comedy with a quiet 
desire to be like Doctor Jack. 

Very probably the doctor is too staid a figure for comedy. 
Not so for action pictures, however. Dr. Jim (1921) was a 
rollicking sea story about a doctor who had a selfish wife. 
Thomas Mitchell gave an excellent performance as the drunken 
doctor in Stagecoach. Johnny Mack Brown was a convincirg 
medico in Flame of the West, as was Jeff Chandler in The Great 
Sioux Uprising and Charles Starrett in The Medico of Painted 
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Springs. Doctors have also been useful in mysteries. Lionel 
Atwill solved the crime in Dr. X (1932), as did the doctor in 
Dr. Broadway (1942). Green for Danger was a very intriguing 
mystery involving an operating room. 

Although a “doctor” is an indispensable character in horror 
films, most producers designate them as “scientists.” Even so, 
the practicing physician appears frequently in “chillers”—e. g., 
the oft-made Dr. Jekyll and Mr. Hyde, The Mad Doctor, and 
The Crime of Dr, Crespi. Life Returns was an incredibly bad 
but very curious film about a practicing physician tampering 
with the secret of life. Originally produced by Universal in 
1934 and considered too bad for release, it was eventually given 
a few showings through an independent distributor after the 
director, Eugene Frenke, bought the negative from Universal. 
More recently it has been making the rounds on television. 
Onslow Stevens gave a fine performance as the young doctor and 
the medical detail was quite accurate. 

The doctor as psychiatrist is not as new in films as young 
cinemaddicts think. The Lunatics or Dr. Goudron's System, 
based on the André de Lord play, was made in 1914. The 
psychiatrist was very important in some of the post-War I Ger- 
man successes—notably The Cahinet of Dr. Caligari and both 
of Eritz Lang’s Dr. Mabuse films, which contained many authen- 
tic medical and psychiatric touches. 

Private Worlds (1935), the first of the modern psychiatric 
films, and an interesting excursion into the social problems of 
mental illness, was perhaps ahead of its time. The psychiatric 
movie came into its own a decade later with Alfred Hitchcock’s 
Spellbound. Basically, Spellbound was a typical Hitchcock 
“chase,” and the lesson in psychiatry it gave audiences, though 
accurately documented, was a mistake. Neither Ingrid Bergman 
nor Gregory Peck made good psychiatrists, but Michael Chekov, 
as a kindly Dr. Freud type, gave a realistic portrayal. A dream 
sequence designed by Salvador Dali was excellent. Spellbound 
was adversely criticized in some psychiatric circles even though 
it accurately presented psychiatry and psychoanalysis. 

Anatole Litvak’s The Snake Pit was not great cinematic art 
but it was the first film to show, honest)v and thoughtfully, what 
happens when a person ceases to be an interesting neurotic and 
is locked in an institution. Litvak’s insistence upon realism was 
very effective. Though socially significant, The Snake Pit’s ac- 
cusing and terrifying theme made it unpopular. 

The Dark Mirror, with Lew Ayres as a psychiatrist investi- 
gating the pathological complexes of twin sisters, was silly but 
unique. The Doctor Takes a Wife treated psychiatry in terms 
of broad comedy. The Cobweh, a slick film with glossy finish, 
has a competent cast and good direction but does little more 
than corroborate the old medical saw that you have to be a 
littie mad to be a psychiatrist. 

The public health doctor was effectively, if belatedly, lauded 
in Elia Kazan’s Panic in the Streets, and, to a lesser degree, in 
The Killer That Stalked New York. The specialist in infantile 
paralysis got his due in Young Lovers and Interrupted Melody, 
as did the medical missionary in Grand Canary, the prison doctor 
in My Six Convicts, the obstetrician in Life Begins, the brain 
surgeon in Dark Victory, and the plastic surgeon in A Woman's 
Face, The Scar (also known as Hollow Triumph), and A Stolen 
Face. 

The doctor in World War II has received scant attention. 
Virtually the only picture about him was Cecil B. DeMilie’s 
The Story of Dr. Wassell. In a sensitive performance Gary 
Cooper portrayed the small-town Arkansas physician who, as a 
Navy medical officer, successfully evacuated nine wounded men 
from Java after the Japanese invasion. DeMille could not resist 
giving to this simple tale of simple heroism the bright and brassy 
trappings of a Technicolored superepic. As a result it misfired 

A World War II doctor had a minor role in Mister Roberts 
and in the British-made Counterblast. There were aspects of the 
post-war military medico in The Men, in which Everett Sloane 
gave a fine performance as the doctor. The refugee doctor was 
depicted in a disappointing version of Erich Maria Remarque's 
Arch of Triumph. The wealth of medical detail in the novel was 
almost entirely lacking in that hackneyed film, and Charles Boyer 
was a singulariy unconvincing Dr. Ravic 
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The nurses of World War II were featured in So Proudly We 
Hail and Cry Havoc, two dramas of nurses on Bataan.? Nursing 
has been depicted in many movies, including Biograph’s The 
Romance of a Trained Nurse; The White Parade; The Nurse's 
Secret; and a series of cheap mysteries starring Aline MacMahon 
(Patient in Room 18, While the Patient Slept). Probably the 
best picture about nurses was George Stevens’ Vigil in the Night 
(1940), a somber story about a patient who died because of a 
nurse’s dereliction of duty, with Carole Lombard as a wooden- 
faced nurse and Brian Aherne as a gloomy doctor. 

The woman doctor was first portrayed on the screen by Bessie 
Barriscale, in a frothy 1921 comedy entitled Kitty Kelly, M.D. 
The lady medico appeared in more serious vein in Dr. Monica, 
Private Worlds, and Woman Doctor. Girl in White was the 
autobiography of Dr. Emily Dunning Barringer, the first woman 
doctor to intern at New York’s Bellevue Hospital. Its semi- 
documentary style vitiated what could have been a romantic 
account of interesting medical experiences. Greer Garson es- 
sayed the woman doctor most recently in Strange Lady in Town. 
Even her graciousness did not save that melodrama about a 
woman doctor on the New Mexico frontier. 

The medical student, played for comedy in the recent British 
Doctor in the House, has been best depicted in Miss Susie 
Slagel’s, in which Lillian Gish was the spinster who kept a 
boarding house for students at Baltimore’s Johns Hopkins 
Medical School. 

The most interesting films about doctors are those in which 
the background is some aspect of the medical profession itself. 
Young Dr. Kildare began an engaging series of entertaining 
dramas of the big metropolitan hospital. Doctors were bemused 
by some of the clinical hi-jinx of Dr. Kildare (Lew Ayres), but 
audiences were delighted and trooped back for years to see 
films appallingly alike. When Ayres was bundled off to the Army 
(he was a conscientious objector), MGM quietly substituted the 
bobby-sox idol, Van Johnson, in the role of the young intern 
and continued as before—with equal or greater success. Despite 
some liberties in the portrayal of hospital life, the Dr. Kildare 
series, and its successor, the Dr. Gillespie series, were good for 
medicine, and did much to counteract the effects of the “exposé” 
type of film. 


Several pictures on medical history were made in the late 
30s and early '40s. The best were Warners’ The Story of Louis 
Pasteur and Dr. Ehrlich’s Magic Bullet, both directed by William 
Dieterle. The former traced the career of the conqueror of 
anthrax and father of the modern germ theory. Aided by the 
Academy Award performance of Paul Muni, it was, despite 
some tinkering with truth, a faithful account of a medical 
triumph. Dr. Ehrlich’s Magic Bullet touched on the hitherto 
eschewed theme—except in cheap exploitation pictures—of 
syphilis. The story of the discovery of 606, the arsenical com- 
_ pound used to treat syphilis, was tactfully handled (the Hayes 
office required that the script, by John Huston, reduce references 
to syphilis by name to twelve). Hollywood has not again ven- 
tured into this subject. 


Paramount's The Great Moment was a confusing, but likeable, 
comedy-drama of the discovery of ether by a Boston dentist, Dr. 
W. A. Morton. As originally conceived by Preston Sturges, it 
essayed a dramatic interpretation. But studio officials were dis- 
pleased and compelled Sturges to cut nearly three reels. The 
emasculated result largely consisted of contrived comedy epi- 
sodes—funny only to those who can enjoy laughter in a context 
of physical misery. Joel McCrea, Harry Carey and Louis Jean 
Heydt were convincing doctors. 

Other films utilizing medical history are Dieterle’s The White 
Angel, the story of Florence Nightingale (with an antiseptic 
Kay Francis failing miserably in the lead); Yellow Jack, an un- 
inspired account of the conquest of yellow fever; and The 
Prisoner of Shark Island, a dull biography of Dr. Samuel A. 
Mudd, the Maryland farmer-doctor sent to the Dry Tortugas for 
setting the broken leg of John Wilkes Booth. 


2. Nurse Edith Cavell was a fine screen biography of the World War I 
British nurse accused of spying in Belgium and executed by the Germans, 
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Joseph L. Mankiewicz has directed two films about the medical 
profession: No Way Out and People Will Talk. 

In the latter, an adaptation of Curt Goetz’s fine German film, 
Dr. Med. Praetorious, Mankiewicz turned directly to the medical 
profession for an incisive look at doctors’ manners, morals and 
ethics. Slickly written and directed, it had barbs but was tem- 
pered by an understanding of the basic philosophies of medicine. 
The doctor (Cary Grant) espoused some new ideas of medical 
care (including abolition of the age-old maxim that hospital 
patients be awakened at 5:30 a. m. for bath and breakfast). 
People Will Talk, however, failed to be a realistic picture of the 
medical profession, partly because of its over-sophistication, 
partly because of a profusion of eccentric characters. 


No Way Out was an intolerant attack on racial intolerance 
in the medical profession and spoiled a story about a young 
colored intern, responsible for the death of a white patient, and 
his persecution by a pathological racist, when it proffered force 
and violence as the Negroes’ “way out.” 

Films attacking the medical profession appeared coincidentally 
with the world-wide economic depression of the early ’30s, al- 
though Lon Chaney’s The Penalty (1920) and A Blind Bargain 
(1922) had hinted at professional incompetence and ethical short- 
comings. 

Sinclair Lewis’ Arrowsmith (1931) was the first really serious 
film about medicine to come out of Hollywood. Sensitively di- 
rected by John Ford, and superbly acted by Ronald Colman and 
Helen Hayes, it touched delicately on some of the professional, 
economic and ethical problems of the American doctor by de- 
picting the rise of a small-town physician and his conflict over 
whether to abandon his patients for a career in research. 

In MGM’s Men in White the medical profession experienced 
its first serious attack. The play, by Sidney Kingsley, presented 
a vicious picture of life in a metropolitan hospital. Professional 
incompetence, questionable medical ethics, hospital staff politics, 
and the implications of illegal abortion, were exploited irre- 
sponsibly. The film watered some of this down, but enough re- 
mained to constitute a militant attack on the M.D. Cine- 
matically, Men in White was talky and slow moving, due largely 
to the stagy techniques of its director, Richard Boleslawski. It 
was one of the last films produced by Monta Bell, whose 
meteoric rise as a silent director (The Torrent) was followed by 
an equally rapid decline. 

A Doctor’s Diary (1937) was a derisive, savage attack on 
medical ethics, in which Sidney Blackmer, as a worldly surgeon, 
neglected a charity case in an emergency to pamper a wealthy 
patient. Bedside, Internes Can’t Take Money, Once a Doctor, 
and King’s Row also pictured some of the seamier sides of 
medicine and certain types of medical racketeering. As motion 
pictures, none was important and only King’s Row, with its in- 
cisive characterization of an incompetent sadistic surgeon, en- 
joyed wide popularity. Less brutal, and more true to life, was 
Republic’s Doctors Don’t Tell (1941), a surprisingly good little 
film expertly directed by Jacques Tourneur. 

Cinematically, the best of the “exposés” was MGM's The 
Citadel, produced in Great Britain in 1938. It recounted the 
story of an earnest young Scottish surgeon (admirably played 
by Robert Donat), who sets up practice in a poor Welsh mining 
community. Discouraged by poverty and distrust, he moves to 
London’s stylish Harley street and embarks upon a career of 
fee-splitting and other hardened medical quackery. He—and 
medicine—are redeemed at the end when he is read out of the 
profession by his peers. Except for the contrived climax, The 
Citadel faithfully followed Dr. A. J. Cronin’s novel and was per- 
ceptively directed by King Vidor. 

In the mid-forties American medicine received another stun- 
ning blow in Sister Kenny, a screen biography of the Australian 
nurse whose controversial technique for the treatment of polio- 
myelitis had led to open warfare within medical circles. The 
film was hysterically partisan and cast organized medicine as a 
stupid, relentless menace adamant against any medical advance 
it had not itself developed. The distortions were implied rather 
than stated, and the one most repeated was that doctors de- 
nounced Sister Kenny and rejected her treatment. (In actual fact 
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the Kenny technique was and is widely accepted as a part of 
polio therapy that is most effective when used in conjunction 
with other medical techniques, but it is not accepted as the whole 
or only treatment.) The film smothered the fact that Sister 
Kenny's results were no better than those usually obtained in 
recoveries and improvements by orthodox methods. Rosalind 
Russell, a close friend of the real Sister Kenny, and crusader 
for her cause, played the title role and is said to have badgered 
RKO Radio, against its wishes, into producing Sister Kenny. 
Dudley Nichols’ direction was no better than his confused script. 
As a runaway best-selling novel, Morton Thompson’s Not as a 
Stranger shocked many by the viciousness of its attack on Ameri- 
can medicine. Translated to the screen by Stanley Kramer, it is 
a powerful drama and cinematically competent, but the final 
evaluation of Not as a Stranger is yet to be made. It is not 
simply another “exposé” picture, and it is to Kramer's credit 
that the film has considerably less venom than the novel. Yet, 
many patently untrue things in the book have been retained. The 
characterization of the doctors is less venal, and Kramer has 
recognized that some doctors are honest and intelligent. Nor 
as a Stranger probably presents more of the minutiae of medi- 
cine than any preceding film, but this does not compensate for 
its highly debatable anti-medicine propaganda. Finally, casting 
Robert Mitchum as the ruthless, insensitive but also idealistic 
young doctor was an unforgivable mistake. 

What do doctors themselves think of the manner in which 
they have been portrayed on the screen? 

The medical profession has resented the distortions in such 
films as Men in White, Sister Kenny and Not as a Stranger, and 
the focusing upon the seamier sides of medicine in The Citadel. 
Nevertheless, most doctors feel the excesses of the “exposé” 
picture are offset by the tributes of A Man to Remember, Panic 
in the Streets and The Snake Pit. The maliciously caricatured 
doctor (e. g., Frank Ferguson’s obstetrician in Caught) has been 
rare. 

Hollywood, usually attentive to such things, has tended to be 
careless about the authenticity of medical atmosphere. Alan 
Ladd in And Now—Tomorrow made doctors chuckle when, to 
relieve Loretta Young’s deafness, he injected her with a self- 
developed and clinically untried drug. Barry Fitzgerald’s super- 
vision of his own appendectomy while under local anesthesia 
in Welcome Stranger was rightly regarded as ridiculous in the 
extreme. Dr. Kildare constantly amused doctors by his grave 
snap diagnoses (always right, of course) and the pompous man- 
ner in which he imposed them upon the venerable Dr. Gillespie 
(Lionel Barrymore). The classic was in Young Dr. Kildare when 
Ayres, picked from a line of newly graduated medical students, 
diagnosed Gillespie’s cancer after a dozen top specialists had 
failed to do so. The Dr. Kildare films were also notorious for 
impressive but phony medical double-talk. 

Doctors were convulsed when Joel McCrea operated on gang- 
ster Lloyd Nolan, who had been shot in /nternes Can't Take 
Money, with some tools from a nearby bar—including an ice 
pick, lime juice and a jigger glass. And, of course, saved the day 
and Nolan. 

Many plastic surgeons have watched open-mouthed the antics 
of their screen counterparts. In The Stolen Face Paul Henreid 
had no difficulty in surgically duplicating the face of his lost love 
on a disfigured prostitute (Lizabeth Scott played both roles to 
simplify casting). This fallacy that faces can be identically dupli- 
cated has been the gimmick in numerous films. Any plastic 
surgeon knows it can’t be done. 

Paul Henreid offended again in The Scar. After killing his 
double, a successful psychiatrist, he not only took over a lucra- 
tive psychiatric practice but had no difficulty in fooling his psy- 
chiatric colleagues as well. Henreid also destroyed credibility 
when he took a scalpel and duplicated a scar on his cheek (alas, 
on the wrong side). Despite these follies, The Scar managed to be 
rather engrossing entertainment. 

Most doctors feel Hollywood has yet to produce a truly ac- 
curate picture of the medical profession, and they doubt such 
a film will ever be made. Overdramatizing, and capitalizing on 
“exposés,” have been too successful in the past to be abandoned. 
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Blood Grouping: 16 mm., color, sound, showing time 22 minutes. 


Produced in collaboration with the Group Laboratories, Mile End Hos- 
pital, London, England. Procurable on loan from Imperial Chemical 
Industries (New York) Ltd., Film Library, 488 Madison Ave., New 
York 22. 

This film is intended to show students and house officers some 
of the techniques used in routine blood grouping in the hospital 
laboratory. It is divided into the following sections: (1) ABO 
grouping using the tile method in which reactions of various 
blood groups are clearly shown; (2) ABO grouping by the tube 
method; (3) rhesus grouping using saline anti-Rh serum; (4) 
rhesus grouping using “incomplete” anti-Rh serum and cells 
suspended in bovine albumin; (5) rhesus grouping using “in- 
complete” anti-Rh serum diluted in bovine albumin: (6) a “rapid” 
modification for emergency use only is shown. A number of 
photomicrographs demonstrate the microscopic examination of 
the results obtained. This film probably meets the conditions in 
England much better than those prevailing in this country. 
There is evidence of economy that in this country would be 
considered as going too far and as being inconsistent with re- 
liable results. This refers particularly to the use of one pipet for 
all solutions, including testing serums. It is assumed that rinsing 
the pipet in distilled water and then saline will get rid of all 
the serum present. In view of the fact that transfer of a minute 
amount of serum may lead to trouble, such technique may be 
subject to question. The same holds true for the use of one 
glass rod for mixing of the tests on the tile. It is true that wiping 
off the glass rod ought to remove the cells, but there is a 
possibility of transfer unless one is extremely careful. Some 
may criticize the statement that from the observation of weak 
agglutinations it is concluded that the cells were A. without 
further check. It would also be considered bad practice to limit 
the typing only to tests with known serums, without testing the 
unknown serums with known type cells. With due consideration 
to situations prevailing in Great Britain, the film is worihy of 
presentation to technicians, interns, and medical students. 


Gout and Gouty Arthritis: 16 mm., color, sound, showing time 18 
minutes. Prepared by John H. Talbott, M.D., Buffalo, and Alexande B. 
Gutman, M.D., New York. Produced in 1954 by Worcester Film Cor- 
poration, Worcester, Mass., for and procurable on loan trom Sharp & 
Dohme, Division of Merck & Co., Inc., West Point, Pa. 

The purpose of this film is to teach current knowledge on the 
history, etiology, diagnosis, and treatment of gout and gouty 
arthritis with particular reference to the use of the uricosuric 
egent Probenecid. This is an excellent review of the modern 
treatment of gout. Special emphasis is placed on diagnosis. 
particularly the use of radioactive isotopes and their role in 
determining the pathogenesis of this disease. Use of newer drugs 
for the management of gout is also shown. The film points out 
that a patient whose condition is properly managed may lead a 
comfortable life even though not cured. The film is well pro- 
duced and well organized; photography is excellent. It is recom- 
mended for the general practitioner and for students of gout. 


Good Health Practices: Part I: 16 mm., color, sound, showing time 10 
minutes. Produced in 1953 by and procurable on purchase ($90) from 
Avis Films, Inc., 904 E. Palm Ave., Burbank, Calif. 

The purpose of this film is to instruct primary and elementary 
grade children in the basic good health practices of proper eat- 
ing, toilet habits, cleanliness, and rest and sleep. The comparison 
between an engine’s burning fuel and exhausting waste products 
and the human body's digesting food and eliminating waste is 
clearly drawn. The film’s motivation is in the direction of keep- 
ing fit for fun, and the ideas suggested are in general good. How- 
ever, many of the concepts outlined in connection with practices 
discussed are misleading, if not incorrect. For example, it sug- 
gests that people must regularly go to the bathroom morning and 
night or oftener. It also advises washing all over daily as an 
essential health practice. The setting is so elaborate that many 
children would have difficulty identifying themselves with the 
situations and subjects. In closing scenes the girl is much too 
mature for her age. The film needs many revisions to be recom- 
mended for classroom use. The color photography is excellent. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Pentolinium and Hexamethonium Combined with Rauwolfia in 
the Treatment of Hypertension. FE. Dennis, R. Ford, R. Hersch- 
berger and J. H. Moyer. New England J. Med. 253:597-600 
(Oct. 6) 1985 [Boston]. 


Of 109 patients with hypertension treated as outpatients, 75 
(group 1) who had previously received Rauwolfia serpentina 
and hexamethonium for three months or more were changed 
from therapy with Rauwolfia combined with hexamethon- 
ium to Rauwolfia combined with pentolinium tartrate (An- 
solysen). The remaining 34 patients (group 2) received Rau- 
wolfia combined with pentolinium tartrate from the outset of 
treatment. Both hexamethonium and pentolinium tartrate were 
administered by a titration method, i. e., therapy was begun with 
small doses of the ganglion-blocking agent and then continued 
with increased doses unti! an optimal reduction of blood pres- 
sure was obtained or side-effects prohibited further increase in 
dosage. By contrast, Rauwolfia compound was given as a fixed 
dose of 2 mg. of reserpine. 8 mg. of alseroxylon, or 400 or 500 
mg. of whole Rauwolfia root per 24 hours, usually administered 
in divided doses with meals and at bedtime. Of the 75 patients 
in the first group, 57 (76%) were responsive to the combined 
treatment with Rauwolfia and hexamethonium, and 59 (79%) 
were responsive to the combined treatment with Rauwolfia and 
pentolinium tartrate. The comparable response rates indicate 
the similarity of effect between hexamethonium and pentolinium 
tartrate. The average daily dose of hexamethonium for all 
patients who were responsive was 2,307 mg., in comparison to 
an average daily dose of 341 mg. of pentolinium tartrate, sug- 
gesting that milligram for milligram pentolinium tartrate is six 
or seven times more potent than hexamethonium. Of the 34 
patients in group 2, 32 (94%) were responsive to the combined 
treatment with Rauwolfia and pentolinium tartrate. Of the total 
of 109 patients treated with Rauwolfia and pentolinium tartrate, 
91 (83%) responded to this treatment with a reduction of 20 
mm. Hg or more in the mean arterial pressure, taken in the 
upright position; 39 (36%) were normotensive in the upright 
position. Untoward side-effects, attributable to ganglionic block- 
ade, were similar in frequency but less intense with Rauwolfia 
combined with pentolinium tartrate than with Rauwolfia com- 
bined with hexamethonium. 


Drug Therapy (Rauwolfia) of Hypertension: I. Pharmacody- 
namics of Rauwolfia. J. H. Moyer. A. M. A. Arch. Int. Med. 
96:5 18-529 (Oct.) 1955 [Chicago]. 


Reviewing the pharmacodynamics of the administration of 
Rauwolfia compounds to laboratory animals and to patients with 
hypertension, the author found that there is no experimental evi- 
dence to indicate that Rauwolfia extracts differ qualitatively in 
their pharmacological activity. They seem to reduce the blood 
pressure both in animals and in patients with hypertension by 
central suppression of vasoconstrictor impulses, thus decreasing 
the outflow of vasoconstrictor impulses over the sympathetic 
nervous system to the arterioles. The reduction in blood pres- 
sure is primarily due to peripheral vasodilatation, since cardiac 
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output is not altered significantly, even though the heart rate 
usually decreases. The rauwolfia compounds are sedatives that 
reduce anxiety with a minimum amount of soporific effects. This 
response is usually lost after two to three months of continuous 
drug administration, and in a small percentage of patients may 
actually be replaced by anxiety and insomnia due to the drug. 
In laboratory animals there is little effect on renal hemody- 
namics, whereas, in patients with hypertension, the glomerular 
filtration rate is slightly reduced as the blood pressure decreases 
following parenteral administration of reserpine, but after pro- 
longed oral administration no consistent effect has been seen. 


Drug Therapy (Rauwolfia) of Hypertension: Il. A Comparative 
Study of Different Extracts of Rauwolfia When Each Is Used 
Alone (Orally) for Therapy of Ambulatory Patients with Hyper- 
tension. J. H. Moyer, E. Dennis and R. Ford. A. M. A. Arch. 
Int. Med. 96:530-543 (Oct.) 1955 [Chicago]. 


The authors report comparative studies on Rauwolfia. An at- 
tempt is made: (1) to compare the clinical results obtained with 
single, pure alkaloids of Rauwolfia serpentina (e. g., reserpine 
and Rescinnamine) and those obtained with preparations con- 
taining multiple active alkaloids (e. g., alseroxylon, Roxinil, or 
whole root) and (2) to determine, if possible, the type of case for 
which these agents are particularly suited. Studies were made in 
346 patients with hypertensive vascular disease. Most of them 
were treated as Outpatients, and they were observed during a 
control period of from one to three months before treatment 
was begun. All patients received placebos during the control 
period. Roxinil was given to 40, alseroxylon to 118, whole root 
Rauwolfia to 42, reserpine to 62, and Rescinnamine to 84 pa- 
tients. There was no significant difference, quantitatively or 
qualitatively, in the hypotensive action of the five products 
studied. In comparing the potency of the various preparations, 
the studies indicated that 1 mg. of reserpine is equivalent in 
hypotensive activity to 250 mg. of crude root, which is lower 
than the 1:1,000 ratio reported by Wilkins. One milligram of 
reserpine manifests hypotensive activity equivalent to 4 mg. of 
alseroxylon. This is consistent with the fact that 4 mg. of alser- 
oxylon contains the active alkaloids extracted from 250 mg. of 
Rauwolfia serpentina root of average potency. Rescinnamine 
is Slightly less potent than reserpine. All of the Rauwolfia prep- 
arations had a slow onset of action. Reserpine appears to be 
somewhat more rapid than the other preparations. The side- 
effects of the five agents were qualitatively similar, but quanti- 
tatively there were minor differences. 


Clinical Aspects of Tumor Formation in the Thorax. W. Unver- 
richt and V. Obrecht. Arztl. Wchnschr. 10:869-872 (Sept. 23) 
1955 (In German) [Berlin, Germany]. 


The authors review the records of 100 patients who were 
either referred to their clinic with a diagnosis of intrathoracic 
tumor, or in whom such a diagnosis was considered or made in 
the course of the clinical examination. Sixty-six of the 100 pa- 
tients were referred to the clinic with the diagnosis of intra- 
thoracic tumor, and in 48 of these this diagnosis was corrobo- 
rated. Of the 34 patients who were referred with a diagnosis 
other than tumor, 26 were found to have tumor. The fact that 
some of these patients had been treated for weeks, months, or 
even years and that in many the tumor was already inoperable 
when a diagnosis was finally made emphasizes that greater ef- 
forts must be made to establish the diagnosis of bronchial carci- 
noma earlier. Particularly in patients between the ages of 50 
and 60 any disease of the respiratory organs should be regarded 
as possible tumor until this diagnosis has been definitely ruled 
out. The presence of tubercle bacilli in the sputum does not 
necessarily speak against a tumor, since, on the one hand, tumor 
may coexist with tuberculosis and, on the other hand, the sputum 
may temporarily contain tubercle bacilli without activation of 
a pulmonary tuberculosis. An exploratory thoracotomy should 
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be done early in all cases in which the diagnosis cannot be 
established, for when a tumor becomes roentgenologically de- 
monstrable it may already be in an inoperable stage. Although 
the results of surgical treatment are still rather modest, it is the 
only treatment that is at all promising for patients with pul- 
monary tumor. The authors obtained no decisive effects with 
irradiation; on the contrary such treatment usually caused unde- 
sirable complications. Treatment with so-called cancer serums 
and with biological methods likewise has proved disappointing. 


Examination of Gastric Acidity Without Stomach Tube: De- 
termination of Quinine Excretion in Urine After Administration 
of Insoluble Quinine Compound. J. W. Boersma. Nederl. 
tijdschr. geneesk. 99:2564-2568 (Aug. 27) 1955 (In Dutch) 
[Haarlem, Netherlands]. 


The author calls attention to the tubeless method of ascertain- 
ing gastric acidity, which was described by Segal and associates 
in 1950 and in 1953. He reports his own experience with this 
method in several groups of patients. Since orally ingested qui- 
nine can be detected in the urine for about a week, the patient 
should not receive compounds containing quinine for this num- 
ber of days before the test. After fasting since 8 p. m., the pa- 
tient is given the following morning a subcutaneous injection 
of histamine, in order to stimulate gastric secretion. The urine, 
which the patient voids 30 minutes later, serves as a control. 
Then the patient is given the insoluble quinine compound in 
water (now generally quinine carbonate). The urine that the 
patient voids two hours later is examined for the total quinine 
contents. The author reports the quantities of quinine detected 
in the urine of several groups of patients. The outcome of the 
quinine carbonate test was compared with acidity determina- 
tions on fractional gastric aspiration. The quinine test was found 
to be reliable for differentiating between achlorhydria and sub- 
normal and normal secretion of free hydrochloric acid. The qui- 
nine test is less laborious and less unpleasant for the patient than 
fractional gastric examination. 


Chronic Nonspecific Granulomatous Inflammation of the Stom- 
ach, Duodenum and Intestine. A. Richman, H. D. Zeifer, A. 
Winkelstein and others. Gastroenterology 29:358-369 (Sept.) 
1955 [Baltimore]. 


Nonspecific granulomatous inflammation of the ileum, as de- 
scribed by Crohn and called regional ileitis, was at first consid- 
ered to be limited to the terminal ileum. It is now apparent that 
this disease may involve the gastrointestinal tract from esopha- 
gus to rectum. The suggestion has been made that granulomatous 
inflammations represent a reaction of the gastrointestinal tract 
to stress and that each segment of the tract may participate. The 
literature reports 14 cases in which the duodenum and/or the 
stomach were involved, with or without more distal disease. 
These 14 cases plus 3 new ones, whose histories are presented, are 
analyzed. The 17 patients ranged in age from 9 to 62 years. On 
the basis of the clinical patterns, the patients are classified into 
four groups. In group 1, distal disease was followed by proximal 
disease; in group 2, proximal disease was followed by distal dis- 
ease; in group 3, proximal and distal disease were discovered 
simultaneously; and in group 4, disease was limited proximally 
to the stomach or duodenum with or without jejunal involve- 
ment. This last category was the most common variant and in- 
cluded one patient with esophageal involvement in addition to 
disease in the stomach and duodenum. In this patient the dis- 
ease took a fulminating course with duodenal perforations, 
hemorrhage, and fatal outcome. There were four fatalities in 
the 17 patients, two of which occurred shortly after resection of 
the diseased stomach or duodenum. The two other patients died 
of recurrent disease one and two years after surgery respectively. 
The three patients whose histories are reported here have done 
well so far. Although gastric and duodenal disease develops in 
relatively few patients with regional enteritis, the appearance of 
gastric symptoms should suggest the presence of disease in the 
stomach and duodenum. In all three of the cases observed by 
the authors, surgical treatment became necessary, but they hope 
that, as their experience increases, some patients will respond 
to nonsurgical measures. 
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Frequency of Diabetes in Acute and Chronic Pancreatitis and in 
Carcinoma of Pancreas. R. Llamas and A. Vélez Molina. Rev. 
invest. clin. 7:143-156 (April-June) 1955 (In Spanish) [Mexico, 
D.F., Mexico]. 


Sixty-three patients with disease of the pancreas were ob- 
served in the Hospital de Enfermedades de la Nutrici6n of Mex- 
ico City. In the group of five patients with acute pancreatitis, 
the diagnosis was made by a laparotomy in three cases. The 
values for blood amylase were high in all five patients. One pa- 
tient had diabetes and four had biliary lithiasis. In the group of 
21 patients with chronic pancreatitis, the diagnosis was made at 
operation or at autopsy in 17 patients. Eleven patients had 
diabetes mellitus, and eight of these had pancreatic calcifica- 
tions. There was a diabetic glucose tolerance curve in one pa- 
tient. In the group of 37 patients with pancreatic carcinoma, the 
diagnosis was made at laparotomy or at autopsy in all cases. 
Ten patients had diabetes mellitus. In 11 cases the carcinoma 
was located in the head of the pancreas. Chronic pancreatitis 
or diffuse fibrosis was observed in nine of these patients, seven 
of whom had diabetes mellitus. The findings suggest that fibrosis 
and chronic pancreatitis may play an important etiological role 
in the development of diabetes meilitus complicating pancreatic 
carcinoma. 


Whereto Tuberculosis? The First Seven Years of the Antimi- 
crobial Era, 1947-1953. G. J. Drolet and A. M. Lowell. Am. 
Rev. Tuberc. 72:419-452 (Oct.) 1955 [New York]. 


Streptomycin, aminosalicylic acid, and isoniazid, though dis- 
covered and brought into use only a few years ago, have already 
given life to hundreds of thousands of tuberculous patients 
throughout the world. Streptomycin, the first of the antituber- 
culous drugs, became generally available primarily in 1947; 
aminosalicylic acid, which was developed abroad, came to hand 
here in 1949; and finally, in 1952, the general use of isoniazid 
became possible. The treatment of tuberculosis before 1947, 
when the chemotherapeutic era began, largely depended on bed 
rest and collapse therapy, and the case fatality rates had shown 
but little improvement for more than 20 years. The next seven 
years, on the other hand, saw the most rapid decline ever re- 
corded in deaths from tuberculosis, with a fall in the death rate 
ranging from 53% in France to 83% in Iceland, as shown by 
official statistics obtained from 15 countries and the common- 
wealth of Puerto Rico. Morbidity reports show a lesser rate of 
reduction, with a case rate that is now 20% lower, in five of 
these countries and the commonwealth of Puerto Rico, but ac- 
tually higher than before in Fire and possibly also in Australia. 
Care must be used in interpreting the Irish statistics, because the 
higher level of tuberculosis case rates and mortality is due partly 
to the fact that Irish industrialization and modern development 
are of comparatively recent origin and partly to the fact that 
many of the Irish workers who were employed in Fngland dur- 
ing World War II had marked susceptibility to tuberculosis and 
later carried the disease home with them. The rate of progress, 
however, though starting from a higher level of prevalence, has 
been similar to that in Scotland and England, with a reduction 
of 12% in the case rate and 68% in the death rate between 1947 
and 1953. The third and last index that may be used with refer- 
ence to the prevalence of tuberculosis is the extent of infection 
as revealed by tuberculin tests. The results obtained by such 
tests in various parts of the world show that boys and girls at 
age 15 still react positively at rates ranging from 12% in Lebanon 
or 18% in rural Eire to 85% in Polish cities. The favorable 
condition now prevailing in the United States may be judged by 
the fact that 95% of some 150,000 recruits in the United States 
Navy and Marine Corps reacted negatively to the tuberculin test 
in 1954. These advances in the fight against tuberculosis must 
not be taken to mean that the disease is no longer a major health 
problem. The number of new cases reported in the United 
States, the British Isles, France, and Germany in 1953 alone to- 
talled 340,416 and, if the number of old and previously known 
cases (conservatively estimated at three times the new cases) Is 
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added to these, it will be seen that there were more than one 
million known cases of active tuberculosis in just those four 
countries in that year. 


The Prophylaxis of Penicillin Reactions with Chlorprophen- 
pyridamine Maleate Injection 100 Mg. per Cubic Centimeter. 
D. B. Frankel and R. E. Stutsman. Ann. Allergy 13:563-570 
(Sept.-Oct.) 1955 [St. Paul]. 


The incidence of penicillin reactions varies from 2 to 16%. 
Dermatitis, urticaria, and serum sickness are among the most 
frequent, but the most severe is anaphylaxis, and the greatest 
danger lies in death from shock. In the United States there are 
200 anaphylactoid reactions due to penicillin every year, and 
many of these reactions result in death—usually within 5 min- 
utes after injection. While there is no certain way of predicting 
when severe or fatal reactions are likely to occur, a method has 
been found that greatly reduces their incidence and permits the 
administration of penicillin to individuals known to be sensitive 
to it. This method is the administration of an antihistamine in 
conjunction with penicillin. It was first described by Simon in 
1952, who used it in over 5,000 cases and reduced the incidence 
of penicillin reactions to 0.72%. The authors gave 540 injec- 
tions of penicillin combined with chlorprophenpyridamine male- 
ate to patients without previous signs of sensitivity to peni- 
cillin. The dose of chlorprophenpyridamine maleate was 20 mg. 
or 0.2 cc.. withdrawn from a vial containing 100 mg. of the 
antihistamine in each cubic centimeter. After the antihistamine 
was drawn into the syringe, 600,000 units of aqueous penicillin 
were added. The syringe was rotated to insure adequate mix- 
ture, and the injection made in the usual manner. No reactions 
occurred in these 540 injections. There were likewise no reac- 
tions in 29 injections of 600,000 units of penicillin with 40 mg. 
chlorprophenpyridamine maleate in 15 known reactors or in 
5 injections of 600,000 units of penicillin with 40 mg. of chlor- 
prophenpyridamine maleate in 4 indefinite reactors. No side- 
actions attributable to the antihistamine were noted. Three 
definite and three indefinite reactions occurred among 583 injec- 
tions of penicillin alone in patients not known to be sensitive to 
penicillin, an incidence of 1.03%. The severe reactions were 
angioedema and serum sickness. These favorable results have 
led to the suggestion that chlorprophenpyridamine maleate solu- 
tion be administered with each dose of penicillin for the pro- 
phylaxis of sensitivity reactions. 


Phliebitis: A Study of 748 Cases at the Boston City Hospital. J. J. 
Byrne. New England J. Med. 253:579-586 (Oct. 6) 1955 |Boston|. 


Of 748 patients with phlebitis admitted to the Boston City 
Hospital over the past decade, 621 (83) were over 40 years of 
age. The mortality increased with age. No seasonal variation 
could be found. The conditions predisposing to phlebitis in order 
of frequency were cardiac disease, postoperative state, trauma, 
infection, varicose veins, childbirth, hemiplegia, cancer, and 
miscellaneous conditions. No predisposing disease whatsoever 
apparently occurred in 49 patients (65°°); the cause of phlebitis 
in this group of patients with spontaneous or idiopathic phlebitis 
could be related to minor trauma or effort. Fatal pulmonary 
emboli occurred frequently in phlebothrombosis and thrombo- 
phlebitis. It is misleading to consider these two conditions as 
separate entities, because, although its manifestations may vary. 
all phlebitis is essentially the same process. The mortality rate 
with the various methods of treatment was as follows: of 347 
patients who received conservative treatment, 128 (37°72) died: 
369 patients were given surgical treatment, with 8 deaths (2.1): 
32 patients were treated with anticoagulants and 9 died (29°%). 
Of 144 patients with fatal pulmonary emboli resuliing frem 
preexisting phlebitis, the first embolus was fatal in 122 (84%). 
Phlebitis, therefore, should be actively treated before emboliza- 
tion occurs. Bilateral division of the superficial femoral veins 
should be performed as soon as the diagnosis of phlebitis is 
made. If there are thigh signs (edema, tenderness, and evidence 
of trauma), the common femoral vein should be divided. When 
clots are adherent or difficult to extract, further treatment (anti- 
coagulants or ligation of the vena cava) is indicated. The post- 
phlebitic syndrome is associated with the severity of the phlebitis 
rather than the type of treatment. 


J.A.MLA., Dec. 3, 1955 


Indefinitely Prolonged Chemotherapy for Tuberculosis: An 
Appeal. A. S. Dooneief, K. E. Hite and R. G. Bloch. A. M. A. 
Arch. Int. Med. 96:470-477 (Oct.) 1955 [Chicago]. 


Pulmonary tuberculosis may relapse even if there have been 
no symptoms or signs of activity for years. After abrupt re- 
activation, the disease may become quiescent again. The in- 
cidence of reactivation or relapse prior to chemotherapy ranged 
from 24% to more than 50° in patients followed for more than 
20 years after arrest of the disease. There are increasing indi- 
cations that antimicrobial therapy for short periods of time does 
not prevent late relapse after chemotherapy has been terminated. 
Even after surgical excision of all visible lesions, active disease 
may become evident in other parts of the lungs or the bronchial 
tree. Reliable prediction of which patients will remain well after 
termination of treatment is difficult because of lack of reliable 
criteria for inactivity of residual lesions. The authors found that, 
of a consecutive series of 172 patients, in whom chemotherapy 
was continued indefinitely after discharge from the hospital, 
98.3 showed no relapse after 12 to 45 months of drug treat- 
ment. Drug intoxication was never severe enough to necessitate 
cessation of treatment. With the aid of placebos, the symptoms 
of streptomycin intoxication were demonstrated to be due, in 
part at least, to psychic factors. There was no correlation be- 
tween the duration of treatment with streptomycin and the 
occurrence of streptomycin intoxication. Prolonged therapy with 
various combinations of streptomycin, aminosalicylic acid, and 
isoniazid proved practicable, relatively devoid of serious toxic 
reaction, and generally acceptable to properly indoctrinated 
patients. Since the optimal duration of drug treatment is not 
presently Known. the authors believe that chemotherapy under 
close supervision should be prolonged indefinitely except in the 
presence of threatening side-effects or until a reliable guide to 
termination of chemotherapy becomes available. 


Pathogenesis of Anemia in Tuberculosis. P. Miescher, O. Gsell 
and B. Fust. Schweiz. med. Wechnschr. 85:917-919 (Sept. 20) 
1955 (In German) |Basel, Switzerland}. 


Patients with a disseminated tuberculosis frequently have 
anemia. The pathogenesis of this form of anemia is usually 
regarded as being due to a disturbance in the hematopoiesis. 
This disturbance is believed to be caused by an iron deficiency 
in the bone marrow, which in turn has been brought on by the 
tuberculosis and by the toxic action of the infection on the 
hematopoietic organs. The authors raised the question whether 
an increased destruction of erythrocytes might be an additional 
factor in the pathogenesis of this anemia. This possibility in- 
terested them, because disseminated tuberculosis is accompanied 
by a considerable reactive hypertrophy of the reticulohistiocytic 
apparatus, that is, of those tissues that play the most important 
part in the catabolism of the cellular elements of the blood. They 
investigated the life span of homologous erythrocytes that had 
been tagged with radioactive chromate in healthy and in tuber- 
culous guinea pigs. The tuberculous guinea pigs had been injected 
intraperitoneally with tubercle bacilli of human type. The life 
span of the erythrocytes was significantly shorter in the tuber- 
culous than in the normal guinea pigs, and the authors deduce 
from this observation that the accelerated breakdown of erythro- 
cytes plays a part in the pathogenesis of the anemia that accom- 
panies tuberculosis. The tact that the number of reticulocytes 
was increased in the tuberculous animals seems to indicate that 
the bone marrow strives to compensate for the increased break- 
down by an augmented erythropoiesis. The observation that the 
reticulohistiocytic system hypertrophies in experimental tuber- 
culosis and that the granulopectic effect of this system is increased 
justifies the assumption that the augmented destruction of eryth- 
rocytes 1s caused by an increase in the cytoclastic activity of the 
reticulohistiocytic system. 


Corticotrophin and Cortisone in the Treatment of Scleroderma. 
M. M. Zion, B. Goldberg and M. M. Suzman. Quart. J. Med. 
24:215-227 (July) 1955 |Oxford, England}. 


This report deals with the use of cortisone and corticotropin in 
14 patients with scleroderma. The ages ranged from 23 to 70 
years, and there was an equal number of men and women. In 
nine patients scleroderma was associated with peripheral vascular 
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disturbances of the Raynaud type; in the remaining five there 
were no vasospastic phenomena. In one of the former and one of 
the latter group, the sclerodermatous changes were confined to 
the hands, but, in the remainder, there was more generalized 
involvement of the skin. Six patients had evidence of visceral 
involvement. The duration of the symptoms of scleroderma prior 
to the onset of treatment with corticotropin or cortisone varied 
from three months to 12 years, and seven patients had previously 
received other forms of therapy. In all the patients, the diagnosis 
of scleroderma was confirmed by histological examination of a 
biopsy specimen of skin, and the following investigations were 
made prior to treatment and repeated at intervals during therapy: 
radiography of the chest, esophagus, gastrointestinal tract, 
skeleton, and soft tissues of the limbs; electrocardiography; blood 
counts and estimations of the erythrocyte sedimentation rate; 
serum-protein estimations; several liver function tests; and the 
differential sheep-cell agglutination test. From the results ob- 
tained in these 14 patients, it appears that the response of sclero- 
derma to cortisone or corticotropin varies in degree from striking 
benefit to no effect. Four patients obtained moderate to marked 
improvement; in one of these there was clinical and histological 
reversal to normal. Nine patients obtained slight improvement; 
one patient obtained no improvement. In the patients who showed 
marked or moderate improvement, the disease before treatment 
had existed less than six months. The best results were obtained 
in patients who had no peripheral vascular disturbance. When 
treatment was temporarily discontinued, it proved impossible to 
maintain the improvement. Treatment has been continued for 
periods up to two and a half years and is being continued longer 
in patients who have improved, in the hope that progression of 
the disease may be prevented. 


First Observations on the Action of Yeasts in Leukemias. G. 
Protti. Tumori 41:273-288 (May-June) 1955 (In Italian) |Milan, 
Italy}. 


The author's in vitro studies on blood cells of patients with 
leukemia indicated that myelocytes and lymphocytes undergo 
marked alterations (cytolysis) when they are placed in contact 
with strains of yeast. The normal blood elements are not altered, 
however. These results induced him to administer yeasts by the 
intravenous route to patients with leukemia. A 33-year-old man 
with chronic myeloid leukemia received 60 meg. of yeast 
(Rhodotorula rubra and others) daily after he had been given 
P*? for 14 months. His white blood cell count was 190,000 per 
cubic millimeter and his spleen was enormous. After nine days, 
the spleen was decreased by 5 cm. but the white blood cell count 
had reached a peak of 260,000 per cubic millimeter; four months 
later it was 60,000. The patient continued to improve; he regained 
appetite and weight (7 kg. [15.4 Ib.] in the first month of therapy) 
and energy; his abdomen became normal; there was a further 
decrease in the size of the spleen; and the pain in the bones that 
had rendered him unable to walk disappeared. A state of well- 
being, such as he had not experienced for years, lasted for 
several weeks. Suddenly, about four months after the start of 
therapy, the patient complained of a shooting lumbar pain to the 
left side (it was probably of infarct origin); his condition de- 
teriorated rapidly; and he died from generalized sepsis about one 
month later. Yeast therapy with Cryptococcus albidus and other 
strains in daily doses of 60 mcg. was given to a Sl-year-old man 
with lymphatic leukemia who had been receiving cortisone but 
who no longer responded to the hormone. His condition im- 
proved; he gained appetite and weight (3 kg. [6.6 Ib.] in two 
months); the spleen and liver became smaller; and the subcuta- 
neous lymphomas became tender and decreased to about one-half 
their pretreatment size. This therapy was also given to a 61-year- 
old man with lymphatic leukemia who had received P*? with 
good effects for five years but who no longer responded to it. The 
minimum daily dose he could tolerate was 2 mcg. A dose of 
200 meg. over a three-month period influenced favorably his 
general condition and the size of the spleen. The results were 
superior to those brought about by P** therapy. At the time of 
writing, improvement was still present in the last two patients. 
The intravenous administration of yeasts had no effect on the 
condition of five patients with acute monocytic leukemia and one 
with subacute leukemia. The mechanism of action of yeasts on 
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neoplastic cells is not known. The fact that they affect only neo- 
plastic cells suggests the hypothesis that they must act On a cer- 
tain substance that is present in such cells only. The nature of this 
substance is being investigated. 


The Use of Myleran in the Treatment of Chronic Myelocytic 
Leukemia. A. Haut, S. J. Altman, G. E. Cartwright and M. M. 
Wintrobe. A. M. A. Arch. Int. Med. 96:451-462 (Oct.) 1955 
[Chicago]. 


The sulfonic acid ester, Myleran (1:4-dimethanesulfonyloxy- 
butane), which was introduced for the treatment of chronic 
myelocytic leukemia, appeared to be so promising that the 
authors decided to publish a full account of their own experience 
with it. Since November, 1952, they used Myleran in the treat- 
ment of 16 consecutive cases of chronic myelocytic leukemia. 
Eleven patients had received no previous therapy; five had been 
treated earlier with x-rays, nitrogen mustard, triethylene mel- 
amine, or radioactive phosphorus. The period of observation 
since Myleran was first prescribed is more than two years in six 
cases and more than one year in three other cases. Myleran was 
administered to 16 patients for a total of 40 courses of treatment. 
To date, 16 first courses of treatment, as well as 10 second, 6 
third, 5 fourth, 1 fifth, and 1 sixth course have been completed. 
Symptomatic improvement, normalization of the blood findings, 
and reduction or even disappearance of splenomegaly was 
achieved when the drug was administered in daily oral doses of 
from 4 to 6 mg. Remissions continue in some patients for 6 to 
12 months. The duration of therapy depends upon the individual 
response and generally can be expected to be about 40 to 90 days, 
the longest periods being required in patients with the highest 
initial leukocyte counts. Weekly to triweekly examinations of 
the patient and his blood suffice to guide the therapy and, in most 
cases, to avoid the complications of thrombocytopenia and pan- 
cytopenia, which are considered to be the result of excessive 
dosage. 


Thyroid Function Following Hypophysectomy in Man. M. C. 
Li, J. E. Rall, J. P. MacLean and others. J. Clin. Endocrinol. 
15:1228-1238 (Oct.) 1955 |Springfield, IIl.]. 


This report deals with the effect of hypophysectomy in 35 
cases of metastatic cancer. The operation was performed by a 
transfrontal approach in most of the cases. Completeness of 
hypophysectomy was evaluated on the basis of (1) disappearance 
of urinary gonadotropin, (2) occurrence of adrenal crisis upon 
withdrawal of cortisone, and (3) postmortem examination, when 
possible. On the basis of these criteria, 28 of the 35 patients were - 
considered to have had complete hypophysectomies and 7, partial 
hypophysectomies. The changes in the thyroid function with 
which this study is concerned were well correlated with the fore- 
going criteria. Within four weeks after total hypophysectomy, 
values for serum protein-bound iodine and thyroidal I'*! uptake 
fell to myxedema levels. Clinical hypothyroidism developed 
within four to eight weeks after total hypophysectomy in 26 of 
the 28 patients. The serum protein-bound iodine level and the 
thyroidal uptake of I'*! either fell transiently or did not change 
in the patients with incomplete hypophysectomy. The thyroid 
was examined histologically in six cases; atrophy with fibrosis 
was observed in two, and a slight decrease in the height of the 
follicular epithelial cells was observed in the other four cases. 


SURGERY 


An Evaluation of the Treatment of Cancer of the Breast at the 
University of Edinburgh (Scotland), Under the Direction of Dr. 
Robert McWhirter. L. V. Ackerman. Cancer 8:883-887 (Sept.- 
Oct.) 1955 [Philadelphia]. 


Of 1,882 patients with presumed carcinoma of the breast who 
were treated by McWhirter with simple mastectomy followed by 
irradiation therapy at the Royal Infirmary of the University of 
Edinburgh, Scotland, between 1941 and 1947, 786 were living 
at the fifth year after treatment. Ackerman studied the clinical 
records and the pathological specimens of 719 of these patients 
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and reached the following conclusions. Thirteen of these patients 
did not have cancer. Most of the erroneous diagnoses were made 
in patients with intraductal papilloma. This degree of error, how- 
ever, will not appreciably change the end-results. The evaluation 
of the end-results obtained with McWhirter’s therapy was com- 
plicated by the fact that at least 220 patients received immediate 
ovarian sterilization after the simple mastectomy, regardless of 
the stage of the disease or the age of the patient. Therefore, this 
group cannot be compared with a group treated purely by sur- 
gery. The evaluation was further complicated by the fact that 
excision of involved lymph nodes, diethylstilbestrol therapy, or 
testosterone therapy was used whenever there was manifest per- 
sistence of the disease. Such treatment could have modified sur- 
vival time. Of the 719 patients, 5S5 had cancer in the operable 
stages | and 2, and in 90 of these there was local persistence of 
the disease, a persistence rate of 16°, which is higher than in 
properly selected operable cases. The incidence of local per- 
sistence in the group of patients who died before the fifth year 
is not known. McWhirter did not demonstrate histological proof 
of sterilization of carcinoma in lymph nodes: in fact, involved 
nodes removed after irradiation therapy appeared unaffected in 
several instances. There was considerable morbidity from Mc- 
Whirter’s irradiation therapy, and 47 patients had severe changes 
that necessitated amputation of the arm in 3. It must be stressed 
that, although a number of patients survived five or more years 
after therapy was begun, 203 died after five or more years, an 
additional 44 are in a dying state, and still more will die of 
cancer. McWhirter feels that when a surgeon dissects the axilla 
he spreads cancer, but McWhirter did not present objective evi- 
dence as to the necessity for simple mastectomy. In fact, simple 
mastectomy may well spread cancer because the surgeon is cut- 
ting through tumor tissue. In patients properly selected for radi- 
cal mastectomy, the trained surgeon only rarely enters the field 
of cancer in the breast and/or axilla, and the chance of spread 
is reduced to a minimum. These facts suggest that McWhirter 
has not put in jeopardy the well-planned radical mastectomy for 
the patient with operable cancer of the breast. The author be- 
lieves that, if patients are properly selected for radical mastec- 
tomy and operated on by the trained surgeon, this method of 
treatment must yield, in this group, the greatest number of per- 
manently cured patients. 


Malignant Melanoma: Clinical and Pathologic Analysis of 93 
Cases: Is Prophylactic Lymph Node Dissection Indicated? R. H. 
Lund and M. Ihnen. Surgery 38:652-659 (Oct.) 1955 [St. Louis]. 


The authors state that at their hospital they performed 
regional lymph node dissections in malignant melanoma only 
when the clinical impression indicated involvement by meta- 
static tumor. This study is based on experience gained in 
treating 93 patients with malignant melanoma of the skin. 
Factors found to influence the prognosis included the size, the 
palpability of the regional lymph nodes, the depth of invasion, 
and the location of the melanoma. Tumors smaller than 2 cm. 
in diameter were associated with greater longevity than were 
the larger lesions. A clinical impression of metastases to the 
regional lymph nodes was nearly always correct and was 
associated with an extremely poor prognosis. Patients with 
tumors restricted to the very superficial dermis had a much 
higher survival rate than those with deeper invasion. Those with 
melanomas of the head and neck and upper extremities had 
higher survival rates than those with melanomas of the trunk 
and lower extremities. Sex, age, and degree of pleomorphism 
were found to have no influence on the prognosis. The five- 
year survival rate after wide local excision alone was 38.9%, 
Twenty-seven patients in this series, in whom nodal metastasis 
was definitely proved, were subjected to regional node dissec- 
tions; they had a five-year survival rate of 14.80. The authors 
feel that, while this analysis cannot supply a definite answer to 
the question of advisability of prophylactic dissection of the 
regional lymph nodes, there is suggestive evidence that earlier 
dissection of the lymph nodes might have been beneficial. They 
are of the opinion that prophylactic dissections are indicated if 
the regional lymph nodes are in predictable and accessible areas. 


J.A.MLA., Dec. 3, 1955 


Surgical Parotitis, A Vanishing Disease. }. R. Robinson. Surgery 
38:703-707 (Oct.) 1955 [St. Louis]. 


This is a review of 32 cases of acute parotitis developing after 
surgical procedures at Barnes Hospital, St. Louis, from 1921 
through 1952. The pathogenesis of this disease is still obscure. 
There are four possible portals through which bacteria may gain 
entry into the gland: (1) the lymphatics; (2) the blood stream; 
(3) the parotid duct; and (4) direct extension from contiguous 
tissues. The dry mouth appears to be an associated, if not a 
causative, factor; saliva does not flow properly. Saliva contains 
mucin, which has a bacteriostatic effect. Presumably, when it 
ceases to flow, the organisms of the mouth are able to ascend 
the duct. In order to test the contention that parotitis is a van- 
ishing disease, this series of 32 cases was divided into time 
periods, corresponding to those in which distinct changes in post- 
operative surgical management were made. Period 1 includes 
the years 1921 through 1927; it is the control for the other 
groups. The second group includes the years 1928 through 1937 
and represents a period when much attention was being paid to 
aseptic intestinal anastomoses, fluid balance, and intestinal de- 
compression by intubation during gastrointestinal surgical pro- 
cedures. During this era the mortality rates attending colonic 
and gastric operations were greatly reduced. The third period 
represents the “sulfa” era and includes the years 1938 through 
1942. During this time the sulfonamide drugs were used exten- 
sively to treat infection and to prepare the gastrointestinal tract. 
The fourth period, 1943 through 1952, is the antibiotic era. This 
decade started with the introduction of penicillin during 1943. 
During the first of the four periods, eight cases of surgical par- 
otitis occurred in 21,735 admissions, that is, the incidence was 
3.68 per 1,000. During the other three periods the incidences 
were 3.34, 1.82, and 0.17 per 1,000. These figures indicate that 
surgical parotitis has practically disappeared as a morbid and 
lethal postoperative complication. The mortality from this entity 
began to fall before the advent of antibiotics, such as sulfona- 
mides and penicillin, while the incidence did not decline until 
they were introduced. The mortality from the disease was defi- 
nitely lowered by x-ray therapy. 


The Latissimus Dorsi Syndrome. R. J. Dittrich. Ohio M. J. 
§1:973-975 (Oct.) 1955 [Columbus, Ohio]. 


A symptom complex characterized by pain in the upper por- 
tion of the body, and designated as “latissimus dorsi syndrome,” 
is described in four men between the ages of 26 and 62 years. 
The mechanism is one of referred pain and referred tenderness 
from a primary source, or trigger point, to other somatic struc- 
tures that are innervated by the same spinal segmental nerves as 
those in which the impulses arise. In this disorder, the noxious 
stimuli originate from an irritation of portions of the aponeurosis 
of the latissimus dorsi muscle in the midlumbar region over the 
lateral portion of the sacrospinalis muscle. The vulnerability of 
this site is due to the anatomic arrangement of attachment of a 
portion of this muscle to the lumbodorsal fascia. Diagnosis of 
a mechanism of this nature is relatively simple. It may be sus- 
pected in any painful condition that is located in the sclerotomes 
of the sixth, seventh, and eighth cervical nerves from which the 
latissimus dorsi muscle receives its nerve supply, and it is not 
explainable by local pathological disorders. Tenderness over the 
lateral portion of the sacrospinalis muscle at the level of the 
second or third lumbar vertebra makes the diagnosis more cer- 
tain. The sensitivity at this site may be so trivial that comparison 
with the normal side of the body becomes necessary. The final 
step in arriving at the diagnosis is local anesthetization of the 
site of origin of the pain, noting the response to this procedure. 
If, with this procedure, complete or substantial relief is obtained, 
as it was in all four of the author's patients, it may be concluded 
that afferent stimulation at this site induces referred pain to 
upper portions of the body, and surgical correction is indicated. 
This was performed in three of the four patients and consisted 
of resection of a narrow strip of the aponeurosis of the latissimus 
dorsi in the lumbar region above the level of the irritation. 
Relief from pain was prompt, and there was no recurrence dur- 
ing a period of observation of from 3 to 13 months. In the fourth 
patient surgical correction was advised but not accepted, 
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Intrasplenic Pressure Measurements in the Evaluation of the 
Results of Porta-Caval Anastomosis. M. Atkinson, S. Sherlock 
and M. D. Turner. Gastroenterology 29:370-376 (Sept.) 1955 
[Baltimore]. 


Advances in the surgical treatment of portal hypertension 
have accentuated the need for accurate methods of assessment 
of results. With regard to intrasplenic pressure measurements, 
the authors point out that the tip of the needle introduced into 
the spleen will probably lie in the splenic pulp, which is in free 
communication with the splenic venules. Therefore, intrasplenic 
pressure is closely related to the portal venous pressure meas- 
ured directly or by occluding a hepatic vein. The intrasplenic 
pressure is slightly higher than the portal venous pressure, as 
would be expected from the direction of the flow in the portal 
system. In patients without portal hypertension, the intrasplenic 
pressure was found to be 3 to 17 mm. Hg, with a mean of 10 
mm. Hg. A statistically significant linear correlation between 
the intrasplenic pressure and the estimated portal venous pres- 
sure was observed in 24 patients. The intrasplenic pressure ex- 
ceeded the estimated portal venous pressure by 2 to 6 mm. Hg: 
the higher the pressure the greater this difference. The authors 
describe intrasplenic pressure measurements in seven patients in 
whom a portacaval anastomosis had been made for the treat- 
ment of bleeding from gastroesophageal varices. Six of the seven 
had portal cirrhosis, and the seventh had occlusion of the portal 
vein by intrahepatic scar tissue. Five of the patients showed a 
significant fall in the intrasplenic pressure to normal and near 
normal levels, and there was other evidence that the anastomosis 
was functioning well. In the sixth patient, ascites developed 
after the shunt operation, and the intrasplenic pressure showed 
an abrupt rise; investigation revealed that the shunt was blocked. 
The seventh patient showed no postoperative change in the intra- 
splenic pressure, hematemesis recurred, and portal venography 
confirmed that the anastomosis was occluded. Pressure measure- 
ments made by puncture of esophageal varices at esophagoscopy 
have been used to ascertain portal venous pressure; however, 
after portacava!l anastomosis, esophageal varices may become 
collapsed or reduced in size, making this method impracticable. 
Intrasplenic pressure measurement provides a much simpler 
means of determining the portal venous pressure. 


Annular Pancreas: Its Roentgen Diagnosis and Report of a Case 
Preoperatively Diagnosed and Successfully Treated Surgically. 
H. S. Berlin and J. Taylor. Gastroenterology 29:439-445 (Sept.) 
1955 [Baltimore]. 


In connection with a case report of annular pancreas, the sixth 
one to date that has been diagnosed correctly before operation, 
the authors review the normal development of the pancreas and 
the possible embryonic “mistakes” resulting in annular pancreas. 
The patient, a 36-year-old man, had a history of indigestion, 
consisting of periumbilical pain, abdominal distention, and 
belching shortly following meals. There were also complaints of 
epigastric pain of six years’ duration that radiated to both flanks 
and was unrelated to meals. Six weeks prior to his first hospitali- 
zation, his abdominal symptoms became aggravated and were 
accompanied by nausea and vomiting. The patient admitted a 
heavy alcoholic intake, taking several highballs daily and con- 
suming a fifth of liquor over the week-end. Physical examination 
revealed moderate distention and tenderness in the upper abdo- 
men, particularly at the midline. Laboratory studies disclosed 
elevation of the lipase and amylase contents of the serum. The 
serum calcium and inorganic phosphate were also considerably 
increased. A diagnosis of mild pancreatitis was made, and, on 
a regimen of a low-fat diet, antispasmodics and antacids, the 
symptoms subsided rapidly. He was discharged with instructions 
to maintain a low-fat diet. Roentgenograms made during this 
hospitalization showed a pressure defect in the second portion 
of the duodenum, on the basis of which the radiologist suggested 
the presence of an annular pancreas. Recurrence of symptoms 
some months later led to repeated roentgenologic examinations, 
which again revealed duodenal narrowing that was interpreted 
as being due to annular pancreas. Later an exploratory lapar- 
otomy confirmed the presence of an annular pancreas. A sim- 
ple bypassing procedure effected complete relief of the patient's 
complaints without morbidity or recurrence of symptoms during 
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the 16-month period that has elapsed since the gastroenteros- 
tomy. The authors feel that the simple bypass is the procedure 
of choice in the treatment of duodenal obstruction due to an- 
nular pancreas. If this patient had not been a heavy drinker, it 
is possible that the annular pancreas would have remained 
asymptomatic and undiagnosed. Of the approximately 75 cases 
recorded in the literature, only 5 have been correctly diagnosed 
before operation. 


Accessory Intrapleural Ectopic Liver Lobe. D. Rodriguez-Perez. 
Bol. Asoc. med. Puerto Rico 47:353-356 (Sept.) 1955 (In Spanish) 
|Santurce, Puerto Rico}. 


A case of intrapleural accessory ectopic liver lobe in a girl 
15 years old is reported. This is the first case of this condition in 
human beings reported in the world literature. The patient, a 
school girl, had a routine x-ray examination of the chest. A mass 
in the subdiaphragmatic area in the lower region of the right side 
of the chest was observed. The patient was otherwise normal. A 
second x-ray examination of the chest confirmed the previous 
report. The mass was located in the lower lung field, laterally and 
posteriorly. Exploration of the chest revealed the mass to be 
free from adhesions, Its vascular pedicie was doubly ligated, cut, 
and removed. At the pedicle, a portal vein | cm. in diameter and 
a bile duct 3 mm. in diameter were well distinguished. The arte- 
rial supply of the accessory structure was maintained by a very 
small artery. Histological examination of the removed speci- 
men revealed an ectopic liver lobe. The patient made an un- 
eventful recovery. She was discharged one week after the opera- 
tion. The lung reexpanded well and the wound healed “per 
primam,” 


Hemolytic Accident During Transfusion Due to hr’ (c) Factor. 
O. Yahn, C. da Silva Lacaz and O. Mellone. Rev. hosp. clin. 
10:197-200 (May-June) 1955 (In Portuguese) [Sao Paulo, Brazil]. 


A man had received many blood transfusions in the past from 
several donors. He belonged to the O Rh-positive blood group. 
Further transfusions with blood of O Rh-negative donors caused 
acute reactions. It was observed from immunohematological 
tests that the reactions of the patient were due to his sensitivity 
exclusively to the hr’ (c) factor. The antibody acted in saline and 
albumin mediums. The results of the Coombs’ indirect and 
Morton and Pickles’ tests gave positive results for all samples of 
blood containing the hr’ (c) factor. It was observed, also, that 
anti-hr’ (anti-c) serum reacted strongly against erythrocytes con- 
taining a “double dose” of the hr’ (c) factor, whereas the reac- 
tion was weak when the blood used in the test contained a “sin- 
gle dose” of the same factor. This is the first case of transfu- 
sional accident due to the hr’ (c) factor observed in the Hospital 
das Clinicas of Sao Paulo. The authors emphasize the danger of 
possible sensitization reactions caused by agglutinogens other 
than the Rh. Before blood transfusion to patients who have had 
transfusions in the past, it is advisable to make cross matching 
observations. O Rh-negative donors of the cde/cde subtype 
should not be considered as “ideal” donors. They should be used 
only for transfusions given to homologous receptors. 


Use of Hyaluronidase in Rapid Hypodermoclysis. F. Otaiza M. 
and F. Munoz T. Rev. brasil. cir. 29:501-510 (June) 1955 (In 
Spanish) [Rio de Janeiro, Brazil]. 


One of the uses of hyaluronidase in surgery is for administra- 
tion of rapid hypodermoclysis. The authors used a preparation 
(“Kinadena”) that contains 10 Schering units corresponding to 
each 0.5 mg. of hyaluronidase. Seventy patients who had recently 
had an operation were given One or two hypodermoclyses, mak- 
ing a total of 100 hypodermoclyses administered to the whole 
group. The authors conclude that the proper dose of hyaluroni- 
dase in hypodermoclysis varies between 10 and 15 Schering 
units per liter of a solution, given at a rate of 90 drops a minute. 
In the cases observed by the author, the absorption time of 
hypodermoclysis of saline solution containing hyaluronidase 
was 125% more rapid than in the controls who were given sub- 
cutaneous infusions without hyalurodinase. The absorption time 
for dextrose solution with hyaluronidase was 20% more rapid 
than in the controls. There was neither intolerance nor unpleas- 
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ant reaction to the substance, with the exception of very mod- 
erate pain and a sensation of local distention of the tissues in 19 
patients and acute pain in 6. Hyaluronidase is contraindicated in 
cancer, acute infections, and circulatory collapse. It may favor 
propagation of metastases, spread of an acute infection or aggra- 
vate shock and collapse. 


An Analysis of Pulmonary Resection in 513 Cases of Tuber- 
culosis. F. H. Cole and F. H. Alley. Surg. Gynec. & Obst. 
101:413-417 (Oct.) 1955 [Chicago]. 


From December, 1948, to August, 1953, a total of 513 
pulmonary resections for tuberculosis were performed at the 
West Tennessee Tuberculosis Hospital in Memphis. The periods 
of postoperative observation range from one to five and a half 
years. The period of this study includes years of great change 
in the therapy of tuberculosis, with a rapid decline in the fre- 
quency of collapse therapy, an increase in excision, and a great 
improvement in the antimicrobial drugs. Pneumonectomy de- 
creased from 36% in 1949 to 5% in the last 100 operations. 
Lobectomy and lobe-plus-segmental resection remained fairly 
constant, but segmental excision increased from 2.1% in 1950 
to 41° in 1954. These changes reflect more efficacious drug 
therapy and also the fact that the early years included many 
retreatment cases and failures from other therapeutic measures. 
Bronchostenosis dictated many of the early pneumonectomies, 
while it is uncommon today. A satisfactory result was obtained 
in 85°: in 8% the effect was doubtful and in 7%, definitely 
poor. The total death rate from tuberculosis and surgery was 
5%. Since the middle of 1952, results have been decidedly 
better than before. This improvement coincides with the arrival 
at operation of patients who had completed long-term chemo- 
therapy, the majority requiring only the resection of residual 
lesions. Another important factor in the improvement of the 
results is the avoidance of surgical complications by careful 
dissections, meticulous hemostasis, accurate replacement of lost 
blood. and individual attention to tube drainage. The eventual 
fate of a patient is more adversely affected by surgical compli- 
cations than by any other single factor. Since July, 1952, good 
results have been obtained in over 90% of patients operated on. 
In this period, in which 340 resections were done, only one 
patient died of surgical complications six months after his 
operation. 


Lymphoma of the Stomach and Intestine. J. F. P. Skrimshire. 
Quart. J. Med. 24:203-214 (July) 1955 |Oxford, England}. 


The cases described comprise 18 patients seen at St. Thomas's 
Hospital between October, 1948, and September, 1953, four 
cases from the hospital records, and 2 patients seen at other 
hospitals. During the five years 1948 to 1953, lymphomas 
formed 3% of all primary malignant tumors of the stomach 
seen at St. Thomas's Hospital, and 50% of those in the small 
intestine. Men were affected more than twice as often as 
women, and, while gastric lymphomas generally occurred after 
40 years of age, those in the intestine occurred also in younger 
patients, three of the patients reported here being children. The 
symptoms of gastrointestinal lymphomas are sudden in onset 
in some patients because of perforation, obstruction, or hemor- 
rhage. In the present series, 20° of the patients had perfora- 
tions. Recognition of the growth is difficult on clinical exami- 
nation. The most suggestive features are the tendencies for the 
growths to be multiple and to produce extensive infiltrations. 
These characteristics may be recognized radiologically, gastro- 
scopically, or at operation. Histological recognition of the nature 
of the growths is important because of their sensitivity to ir- 
radiation. The course of the disease is usually short, half the 
patients dying within a year of the diagnosis. Postmortem 
examinations frequently show very extensive local spread of 
growth throughout the peritoneal cavity and absent or incon- 
spicuous distant foci of growth. Approximately 10% of all 
patients, and a greater proportion of those with gastric lym- 
phomas, survive for more than five years. The prognosis is 
difficult to evaluate. 
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Gastric Mucosa Within the Oesophagus. K. N. Morris. Aus- 
tralian & New Zeaiand J. Surg. 25:24-30 (Aug.) 1955 [Mel- 
bourne, Australia]. 


Ulcers that possess all of the features of peptic ulcer of the 
stomach occur in the esophagus, and strictures of the esophagus 
can occur high in the thorax with a length of apparently normal 
esophagus between the stomach and the level of the stenosis. 
Investigation of these patients has shown that the lower part 
of the esophagus is lined with typical gastric mucosa. Peptic 
ulcers are situated in this area of gastric mucosa, and they may 
be the site of massive bleeding, penetrate into the mediastinum, 
perforate into the pleural cavity, or stenose to produce esophag- 
eal obstruction. Allison designated this condition as “esophagus 
lined with gastric mucous membrane.” The author reports 
on seven patients with this disorder who were observed at the 
Alfred Hospital in Melbourne. The average age of these patients 
was 65 years. Their clinical histories varied from a few months 
to 30 years. There was an associated hiatus hernia in three. At 
operation, it was often difficult to locate the site of esophageal 
obstruction, as the external appearances of the esophagus and 
stomach were relatively normal. The correct mode of treatment 
is still a matter of debate. In two of the early cases observed at 
the author’s hospital, esophagogastrectomy with esophagogastric 
anastomosis was done in the belief that carcinoma of the 
esophagus existed, and the result in both instances was satis- 
factory. Because of this experience, it was decided to attempt 
a more restricted procedure, and in two patients the stricture 
was excised locally, and the two cut ends of the esophagus were 
anastomosed. This is an easy operation that only takes about 
one-third of the time necessary to do an esophagogastrectomy 
with esophagojejunal anastomosis. These patients have been 
followed for 12 months but so far have had no symptoms sug- 
gestive of esophagitis. When one divides the esophagus, it is 
usual to carry out a vagotomy at the same time because of the 
intimate relationship of the vagus nerves to the esophagus. It 
is possible that this may have some bearing on the fact that 
these patients have remained free of esophagitis. 


Immediate and Long-Term Results of Surgical Treatment of 
Portal Hypertension. F. G. Uglov. Vyestnik khir. 75:22-33 
(May) 1955 (In Russian) [Moscow, U. S. S. R.]. 


Patients with severe portal hypertension treated by conserva- 
tive methods often die from coma, gastric hemorrhage, throm- 
bosis, or other causes. The most rational treatment of the condi- 
tion is the establishment of a portacaval anastomosis. Excellent 
long-term results have also been obtained with the splenorenal 
and the mesenterocaval anastomoses. Patients with poor liver 
function and ascites requiring frequent incision and drainage do 
not tolerate surgical intervention well and must be extremely 
carefully prepared for operation. The essential feature of prep- 
aration of patients with hemorrhage is repeated blood trans- 
fusion, whereas in those with ascites it is the parenteral admin- 
istration of protein in the form of blood or nonspecific serums. 
Both before and after operation, patients require heparin therapy 
for the prophylaxis of thrombosis. Patients with cirrhosis of the 
liver must maintain a strict diet even after operation; they need 
a large quantity of protein. Of 14 patients treated by radical 
operation, 11 are living from one-half to two and one-half years 
after the intervention. Of 10 patients treated conservatively, 9 
died during the first two months. 


Segmental Peridural Injection of Hydrocortone in Painful Syn- 
drome Caused by Prolapsed Disk. G. Zappala. Policlinico (sez. 
prat.) 62:1229-1231 (Sept. 12) 1955 (In Italian) [Rome, Italy]. 


The injection of Hydrocortone directly into the tissue of a 
prolapsed disk is capable of controlling the painful syndrome 
caused by this condition. This suggests a rapid and direct contact 
of the hormone with the prolapsed disk and mainly with the 
compressed roots. This is best achieved by injecting the Hydro- 
cortone (a 3 cc. dose) into the peridural space exacily at the site 
of the prolapsed disk. The results of this method are good, in that 
pain (local as well as radiating) and with it antalgic positions 
(scoliosis) disappear quickly and walking becomes normal. The 
author has used this method during the last few months, and a 
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report on the favorable results obtained is in progress. Only late 
results will tell, however, whether this therapy brings about 
definitive results or whether it is symptomatic only. The advan- 
tages of this method, especially for patients who have become 
toxicomaniacs or those who refuse orthopedic or surgical treat- 
ment, are evident. Before a patient with a prolapsed disk is 
submitted to surgery, the author thinks it advisable to resort to 
this method. If the segmental peridural injection is carried out 
well, the pain will disappear, and thus the injection can also 
serve as a valuable diagnostic test. Acute crises of a prolapsed 
disk of long standing can also be benefited by this method of 
treatment. 


A Skin Bank for Postmortem Homografts. J. B. Brown, M. P. 
Fryer and T. J. Zaydon. Surg. Gynec. & Obst. 101:401-412 
(Oct.) 1955 [Chicago]. 


In patients with extensive skin losses, biological dressings in 
the form of homografts often prove lifesaving. In the past it has 
been necessary at times to call on a number of donors to supply 
the needs of one badly burned patient. This involved consider- 
able expense for anesthetics, also time loss, postoperative wound 
care, and discomfort. It is now possible to take large amounts of 
skin from a single donor after death and either use it immedi- 
ately or set it aside for later use in a skin bank. Homografts will 
“take” and survive for from 2 to 12 weeks, but, although they 
are eventually lost, closing the wounds with homografts di- 
minishes the loss of fluids, proteins, and electrolytes; there is 
respite from pain and frequent dressings; infection is diminished; 
the fibroplastic response in the wound is reduced; a mechanical 
barrier to trauma is established; and there is a stimulus for the 
patient’s own epithelization so that healing has progressed con- 
siderably by the time the homograft is absorbed. There is always 
a remarkable improvement in the patient's general condition, 
so that he is prepared for the application of permanent auto- 
grafts from his own body. Homografts may even be applied 
repeatedly in successive “crops,” after preceding grafts have been 
absorbed, until autografts can be removed from the patient 
himself. Adequate sources of skin for homografting would be 
available if permission were granted by patients before death 
or by their relatives for postmortem removal of skin grafts. 
The patient should be free from malignant disease or from 
transmissible disease or dyscrasia. The relatives might be shown 
the need for skin on photographs of severely burned patients, 
and they can be told that there will be no apparent deformity to 
the skin of the donor and also that only areas covered by clothing, 
such as the trunk and thighs, are used. It is best to remove the 
skin as soon after death as possible. In the event of any delay, 
the body should be kept refrigerated. Viable grafts thus can be 
obtained after 24 hours’ delay, and even up to several days, as 
final death of skin does not occur at the same time as the ces- 
sation of circulation. The postmortem skin grafts are best re- 
moved in the operating room, where the skin is prepared with 
ether and alcohol and sterile drapes. Long sheets of thin split- 
skin grafts are removed. As these grafts are not permanent, 
thickness is not necessary. Simple refrigerator banking, low 
temperature banking, and lyophilization are discussed. The 
authors advise preservation and storage of skin for use in emer- 
gencies and in disasters. There are still many problems to be 
worked out, acquainting the public with the great need for post- 
mortem grafts for seriously injured patients being one of the 
most important. 


Metabolic Response to Total Adrenalectomy and Hypophysec- 
tomy. A. S. Mason. Lancet 2:632-636 (Sept. 24) 1955 [London, 
England]. 


Studies were made on the metabolism of eight women with 
carcinoma of the breast. Metastases were present in seven pa- 
tients. Two patients were subjected to total hypophysectomy, 
one to total adrenalectomy, and five to total adrenalectomy and 
oophorectomy. Corticotropin was administered intramuscularly 
every six hours to patients undergoing hypophysectomy, and 
cortisone was injected intramuscularly twice daily to patients 
undergoing adrenalectomy. The results obtained with this sub- 
stitution therapy in the first two patients made it obvious that, 
in ofder to observe the body’s metabolic changes in response to 
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trauma under conditions of constant hormone dosage, it was 
essential to start the hormone treatment several days before 
removal of the endogenous source of hormone and to keep the 
dosage constant throughout the study. Therefore, in six patients 
the hormone administration was started from two to four days 
before operation. It was found that corticotropin, in doses of 
60 mg. daily, was adequate therapy for total hypophysectomy, 
and cortisone, in doses of 80 mg. daily, for total adrenalectomy. 
A dosage of 60 mg. of cortisone daily was also used, but it 
seemed to be suboptimal. With adequate hormonal substitution 
therapy, the metabolic response after these operations is similar 
to that seen after operations on patients with intact adrenals. 
The results are consistent with the hypothesis that the adrenal 
cortex plays a permissive role in metabolism and indicate that 
postoperative metabolic changes do not depend solely on changes 
in adrenal cortical activity. 


NEUROLOGY & PSYCHIATRY 


Psychological Changes Associated with Giant Pituitary Neo- 
plasms. J. C. White and S. Cobb. A. M. A. Arch. Neurol. & 
Psychiat. 74:383-395 (Oct.) 1955 [Chicago]. 


Among 600 articles dealing with pituitary adenomas and 
craniopharyngiomas, only 13 were primarily concerned with the 
psychological changes that these lesions may produce if they ex- 
pand upward to an unusual size. The authors cite five of their 
own cases. All but one of these patients have undergone psychi- 
atric investigation. Four of these five patients had adenoma 
(three chromophobe and one chromophile), and one had a 
craniopharyngioma. As these tumors expand above the dia- 
phragma sellae and compress the walls of the third ventricle or 
the frontal lobes of the brain, the mental changes consist of 
dullness progressing to somnolence and apathy, with difficulty 
in concentration. There may also be loss of memory, leading to 
confusion and sometimes confabulation. When aroused, the pa- 
tient may be irritable, aggressive, and active. Poor judgment is 
common, and delusions and hallucinations may occur. These 
signs indicate that there has been a large suprasellar extension 
of the growth, either forward, between the frontal lobes, or 
upward and backward, into the third ventricle. With distention 
of the latter, hydrocephalus may occur from blockage of the 
outflow of fluid from the lateral ventricle. With extension up- 
ward and backward, the amnestic-confabulatory syndrome with 
somnolence is to be expected. In contrast, when the tumor sepa- 
rates and compresses the frontal lobes, it is likely to produce a 
syndrome similar to that seen after an extensive bilateral lobot- 
omy. Convulsive seizures may also supervene, especially when 
extension is forward between the frontal lobes or laterally into 
a temporal lobe. These signs indicate a giant parasellar exten- 
sion. The chances for improvement are poor for mental symp- 
toms, for visual recovery, or for relief of headache, regardless of 
whether treatment is by irradiation or surgery. Ultimately, with 
further growth of the neoplasm, there is a progressive deteriora- 
tion to a vegetative state, with increasing drowsiness and finally 
coma and death. Before a chromophobe adenoma is treated by 
irradiation, the degree of suprasellar extension should be visual- 
ized by pneumoencephalography. All the adenomas with supra- 
sellar extension should be followed by repeated air studies and 
operated on before the tumor reaches a prohibitive size. 


Latent and Benign Meningeal Reactions in Primary Tuberculo- 
sis in Children. H. Bour, Mrs. Hebert-Jouas and J.-C, Ducomet. 
Semaine hop. Paris 31:3017-3024 (Oct. 2) 1955 (In French) 
[Paris, France]. 


A group of 1,409 children with primary tuberculosis was cared 
for in a preventorium in Brévannes, France, over a four-year 
period. Twelve of them showed meningeal reactions that were 
benign, transitory, and spontaneously curable. The percentage of 
such reactions in this group (0.85) is undoubtedly less than 
that among tuberculous children generally, since patients ad- 
mitted to the preventorium have spent an average of three 
months in other hospitals, where such reactions may easily have 
been overlooked. These benign reactions were not detected clin- 
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ically but manifested themselves as an increase in the number 
of cells in the cerebrospinal fluid of 22 cells on the average. 
These were principally lymphocytes. Differential diagnosis of 
discrete meningeal reactions is important, since some may be 
early symptoms of tuberculous meningitis, while others are 
simply the benign occurrences described and do not need to be 
treated with antibiotics. It is possible that the benign reactions 
are of viral or allergic origin, occurring because the meninges 
have been rendered susceptible by the tuberculous process. 


Results of Surgical Therapy for Focal Epileptic Seizures. W. 
Penfield and K. Paine. Canad. M. A. J. 73:515-531 (Oct. 1) 1955 
| Toronto, Canada]. 


This study is concerned with the results of cortical excision in 
234 patients with epileptic seizures, who were treated during the 
six year period from 1945 to 1950, inclusive. The follow-up was 
continued at least to the end of 1951, so that there is a minimum 
follow-up of one year and a maximum of seven years. None of 
the patients included in this review had intracranial tumor. A 
total of 268 operations was performed on the 234 patients, some 
undergoing two or more operations. Cartical excisions were done 
in 219 patients, while in the remaining 15 patients the explora- 
tion proved negative. On the basis of the therapeutic results ob- 
tained, the patients were classified into one of five groups. Those 
with no seizures since the operation were placed into group 4, 
those with only one attack a year into group 3, those with up to 
six seizures a year into group 2, those in whom number and in- 
tensity of attacks was somewhat decreased into group 1, and 
those who showed no improvement or were worse into group 0. 
The number of patients in groups 4 and 3, the successful cases, 
accounted for 45° of the 203 patients who could be adequately 
followed up: the number in group 3, the good results, accounted 
for 20% : and groups | and 0, the failures, accounted for 35. 
With regard to the social and economic adjustment of the 
patients, it was found that before operation 79 of 203 patients 
were fully employed despite their seizures. The threat of losing 
their employment induced some of these patients to request sur- 
gical treatment. Five of these are not employed at present. On 
the other hand, S51 not previously employed are now on a full- 
time work or educational schedule. Thirty-eight patients were 
out of work, but possibly employable, when last heard from. 
The authors feel that, for three-fourths of the patients, the opera- 
tion has proved of real benefit. Epileptogenic cortex is harmful 
in its general influence on brain function. Successful removal 
may result in better intellectual performance and more normal 
behavior as well as in freedom from seizures. The operation 
involves risks. There were four deaths and visual field defects or 
aphasia in some of the patients; but, in spite of these dangers, 
the surgical treatment of focal epilepsy is now established as a 
legitimate form of therapy. 


Poliomyelitis Antibodies in Human Gamma Globulin. FE. M. 
Opton, D. Nagaki and J. L. Melnick. J. Immunol. 75:178-185 
(Sept.) 1955 [Baltimore]. 


Gamma globulin has found use as a prophylactic agent against 
poliomyelitis, but, at the time of the controlled field tests, titration 
of neutralizing antibodies against the three types of poliomyelitis 
virus had been reported only for a single lot of this material, 
because the intact monkey was then needed for the determina- 
tion of two of the three types of antibodies. With the advent of 
tissue culture techniques, the picture has changed. The studies 
reported here were made with these techniques. Sixty-five 
samples of human gamma globulin, representative of the ma- 
terials used for poliomyelitis prophylaxis in the United States 
during the summer and fall of 1953 and 1954, and two samples 
of Japanese origin were assayed for poliomyelitis neutralizing 
antibodies by means of tissue culture neutralization tests. Using 
a fixed challenge of 100 tissue culture doses of virus and varying 
dilutions of gamma globulin, the average titers for antibodies 
against virus types 1, 2, and 3 were 1:1,130, 1:1,060, and 1:770, 
using data provided by both cytopathogenic and colorimetric 
tests. Gamma globulin preparations derived from human 
placentas had as much poliomyelitis neutralizing antibody as 
the best preparations made from pooled plasma. Comparison of 
untreated human plasma pools and the gamma globulins derived 
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from them demonstrated that poliomyelitis antibodies were con- 
centrated in this fraction. However, a sample of beta globulin 
and a sample of gamma globulin, both prepared from the same 
human plasma, showed neutralizing antibody levels of the same 
order of magnitude. 


Neurotropic Actions of Vitamin B.. in Large Doses: Experi- 
mental Studies. U. Becattini and A. Testi. Policlinico (sez. med.) 
62:220-225 (Aug.) 1955 (In Italian) [Rome, Italy]. 


Experiments were made on rats to study the effects of large 
doses of vitamin By. on shock induced by Metrazol. The vitamin 
was given to one group of animals six and one-half hours and 
to another group one-half hour before the administration of 
Metrazol. The time that elapsed between the administration of 
this preparation and the onset of the shock in the rats that were 
given the vitamin was much longer than that in the controls that 
had not received the vitamin, and during this time the prodromal 
symptoms of shock were not observed. The duration of the shock 
was markedly decreased; the manifestations were less marked; 
there was no muscle relaxation; and the rats’ condition was re- 
stored to normal in a few seconds. A dose of 2.5 mg. of vitamin 
Bw per kilogram of body weight seemed to saturate the rats; 
slightly larger doses did not have a greater influence on the shock; 
and with smaller doses the effects on it were less evident. The 
authors cannot give a satisfactory interpretation of these results: 
the mode of action of vitamin By on Metrazol-induced shock 
remains obscure. Studies are in progress to determine whether 
this vitamin has a protective action with regard to other sub- 
stances that act on the central nervous system. 


Progressive Muscular Dystrophy: Effect of Hormonal Treat- 
ment. J. A. Taselaar. Nederl. tijdschr. geneesk. 99:2496-2499 
(Aug. 20) 1955 (In Dutch) |Haarlem, Netherlands}. 


The author mentions four different forms of progressive 
muscular dystrophy, the excretion of pathological quantities of 
creatine and creatinine being common to all these forms. The 
author reviews the creatine and creatinine metabolism under 
normal and patholgical conditions and the treatment of progres- 
sive muscular dystrophy. He found that the administration of 
vitamin By or of di-isopropyl fluorophosphate produces no im- 
provement in patients with progressive muscular dystrophy. 
Prolonged treatment with testosterone derivatives, particularly 
with testosterone-propylpropionate, however, produced favor- 
able results in 20 male patients with progressive muscular dys- 
trophy. It was also found that creatine and creatinine secretion 
in the urine is not a reliable indicator of therapeutic efficacy; 
only physical examination and information supplied by the pa- 
tient reveal the effect of hormone therapy. 


GYNECOLOGY & OBSTETRICS 


Noninvasive Malignancy of the Vulva: Program for Manage- 
ment. C. G. Collins, J. Kushner, G. N. Lewis and R. Lapointe. 
Obst. & Gynec. 6:339-346 (Oct.) 1955 [New York]. 


The authors report on 93 women between the ages of 20 and 
90 years with malignancy of the vulva. Fifty-seven were less 
than 60 years old and 16 of these were between the ages of 30 
and 40. Twenty-seven women had associated venereal disease. 
The high incidence of associated venereal disease in the younger 
age group may have been a causative factor in the early develop- 
ment of malignancy of the vulva. Pruritus vulvz, ulcer, tumor, 
and bloody discharge were the symptoms by far the most fre- 
quently noted, and they were the same in invasive and noninvasive 
lesions. Nine patients, in whom the malignant process was limited 
to the epithelium and in whom no evidence of invasion could be 
found in multiple sections from biopsy material and complete 
vulva, were considered as cases of noninvasive malignancy of 
the vulva. They were managed by complete (radical) vulvectomy, 
consisting of wide resection of the vulva and including all of 
the labia, clitoris, and as much of the skin of thigh and abdomen 
or mucous membrane of the vagina as necessary. No other 
therapy was utilized. Three of the nine patients were followed up 
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for more than five years and none for less than 22 months. In 
none of the nine patients has there been a recurrence. These re- 
sults prove that the authors’ contention that noninvasive carci- 
noma of the vulva, so diagnosed by multiple microscopic sec- 
tions, can be treated by radical vulvectomy and that resection 
of the regional nodes is not necessary. In all cases of suspected 
malignancy of the vulva, venereal disease survey is as impera- 
tive as is biopsy. 


Krukenberg Tumors: Diagnostic Problem. A. W. Diddle. Cancer 
8:1026-1034 (Sept.-Oct.) 1955 [Philadelphia]. 


Each of the author's nine patients with metastatic ovarian 
carcinoma had been seen by two to five physicians before the 
correct diagnosis was suspected. Usually, it was undetermined 
until either laparotomy or autopsy was performed. This situation 
prompted the author to summarize previous discussions con- 
cerning 664 cases of Krukenberg neoplasms collected from 
world literature, with special reference to the diagnostic problem 
they presented. The term “Krukenberg tumor” as used by the 
author includes only those carcinomas of the ovary arising from 
the gastrointestinal tract and those signet-ring-cell carcinomas 
primary in the ovary itself. The author's study showed that when 
the triad of persistent, sometimes almost negligible, dyspepsia, 
anorexia with epigastric discomfort, and firm adnexal tumor 
is found, particularly in a woman of reproductive age, metastatic 
ovarian carcinoma, with primary neoplasm of the gastrointes- 
tinal tract, should be included in the differential diagnosis. Re- 
peated roentgenographic studies of the gastrointestinal tract, 
gastroscopy, occasionally bimanual examination under anes- 
thesia, exploratory laparotomy, or a combination of these pro- 
cedures is required to confirm the diagnosis and to ascertain the 
origin of the neoplasm. Roentgenographic study, if depended on 
alone, may be misleading. Occasionally, the primary site may 
not be found until a careful postmortem examination is made. 
The diagnosis of metastatic Ovarian carcinoma of Krukenberg 
carries a grave immediate prognosis. This holds true even though 
a relatively small primary lesion of the gastrointestinal tract may 
be removed with the metastatic ovarian cancer. This poor prog- 
nosis probably rests on the fact that, by the time the ovaries 
are involved, spread in the lymphatic system is extensive. The 
metastatic Ovarian carcinoma of Krukenberg represents an ad- 
vanced terminal phase of a neoplastic disease arising in the 
gastrointestinal tract. At this stage, treatment is usually only 
palliative. When peritoneal implants are widespread, it is appar- 
ent that radical operations, as presently done, are of questionable 
value. Under this circumstance radical removal appears useless 
and justifiable only to relieve pressure symptoms, the occasional 
exception being those tumors arising in the large intestine. An 
extensive bibliography comprising 177 papers is appended. 


Fetal Mortality in Essential Hypertension. R. Landesman, F. 
Holze and L. Scherr. Obst. & Gynec. 6:354-365 (Oct.) 1955 
{New York]. 


Of 735 pregnant women with essential hypertension admitted 
to the New York Lying-In Hospital between 1943 and 1953, 591 
had mild hypertension and 144 had severe hypertension. Of the 
591 with mild hypertension, 161 had superimposed toxemia of 
pregnancy and 430 did not. Of the 144 patients with severe 
hypertension, 30 had superimposed toxemia and 114 did not. 
The total abortion rate was 9.2%. Among the women with mild 
hypertension without superimposed toxemia, the abortion rate 
was 4.4%, and among those with superimposed toxemia it was 
1.9%. Among the women with severe hypertension without 
superimposed toxemia, the abortion rate was 36° (half of it 
due to therapeutic intervention, and the other half spontaneous), 
and, among those with superimposed toxemia, it was 3.3°. The 
abortion rate among the women with superimposed toxemia 
would necessarily be low, as superimposed toxemia usually com- 
mences after the 24th week. The fetal loss, excluding abortions, 
among the women with mild hypertension without superimposed 
toxemia was 1.7%, while among those with superimposed 
toxemia it was 16.4%. Among the women with severe hyperten- 
sion without superimposed toxemia, the fetal death rate exclud- 
ing abortion was 23.3%, and, among those with superimposed 
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toxemia, it was 41%. Essential hypertension is a complicating 
factor in 25% of all toxemias of pregnancy. Indirect evidence 
indicates that unrecognizable vascular disease is present in an- 
other 256. Mild hypertension (benign) unassociated with super- 
imposed toxemia offers no additional fetal risk. Mild hyperten- 
sion associated with superimposed toxemia increases the fetal 
mortality rate tenfold. Severe hypertension (diastolic blood pres- 
sure of 110 or more) with or without superimposition of toxemia 
results in a high infant mortality rate. When superimposition of 
toxemia occurs, the fetal mortality is doubled to 41%. Super- 
imposition of toxemia is unrelated to the severity of the hyper- 
tension. Spontaneous abortion is not increased in essential hyper- 
tension. The more important factor in fetal survival is the time 
of onset of the superimposed toxemia; 80 to 100% of the fetal 
loss occurred with the early inception of the superimposed 
toxemia before the 37th week of pregnancy. The increased fre- 
quency of interruption of pregnancy in the past five years has not 
resulted in any improvement in the fetal survival rate. 


Desmoid Tumor of the Popliteal Space Occurring During Preg- 
nancy: Report of a Case with Bioassays. W. B. Ober, J. T. 
Velardo, R. T. Greene and R. J. Taylor. J. Nat. Cancer Inst. 
16:569-578 (Oct.) 1955 [Washington, D. 


There is both clinical and experimental evidence that desmoid 
tumors are in some way related to hormonal activity. They have 
a tendency to occur in young women during or shortly after 
gestation. The case presented concerned an 18-year-old woman 
who was pregnant. In her 17th week of gestation, on Jan. 
15, 1954, a mass measuring 3 cm. was observed in the left 
popliteal space. It had been noted first 6 weeks prior to concep- 
tion, when it measured | to 2 cm. in diameter and was somewhat 
tender. The mass was fixed to the deeper tissues of the popliteal 
space, but the overlying skin was freely movable. A clinical diag- 
nosis of Baker's cyst was made, and the patient was instructed 
to return after delivery for excision. About one month before 
delivery, the mass had increased two and one-half times in size 
and was interfering with walking. An incisional biopsy was per- 
formed, which revealed that the mass was composed of firm, 
homogeneous, relatively avascular fibrous tissue. A diagnosis of 
desmoid tumor was made, and it was decided to defer definitive 
surgical treatment until after delivery. Twelve days after the 
woman had given birth to a healthy female infant, an operation 
was performed. The tumor surrounded the popliteal artery and 
vein and the peroneal nerve. It was necessary to free the tumor 
from these structures by sharp dissection. The head of the gas- 
trocnemius muscle, the popliteus, and the head of the semitendi- 
nosus had to be excised along with the tumor. At the comple- 
tion of the operation, the pulses in the extremity were strong and 
neuromuscular function was unimpaired. The patient was dis- 
charged three weeks after operation with considerable improve- 
ment in the motion of the knee joint. The tumor weighed 410 
gm. and measured 8.5 by 13.5 cm. Saline and ether extracts of 
the tumor tissue stimulated uterine growth but did not produce 
cornification of vaginal epithelium in rats. The tumor did not 
contain assayable estrogenic, progestational, gonadotropic, 
adrenotropic, or thyrotropic substances. The neutral fraction 
contained substances that augmented estrogen-induced uterine 
growth, and the toluene fraction contained substances that aug- 
mented estrogen-induced cornification of vaginal epithelium. It 
is not possible to state with certainty whether the estrogen-aug- 
menting effects observed are characteristic of the tumor or are a 
property of any tissue removed from a woman 12 days after 
delivery. 


PEDIATRICS 


Four Years’ Experience with Antibiotic Treatment of Tubercu- 
lous Primary Infection in Children in a Preventorium. H. Bour, 
M. M.-T. Lesueur, Mrs. J. Hébert-Jouas and R. Terdavtian. 
Semaine hop. Paris 31:3025-3036 (Oct. 2) 1955 (In French) 
[Paris, France]. 


Streptomycin, isoniazid, aminosalicylic acid, and their various 
combinations were used in the treatment of 409 out of 536 
children under 15 years of age with primary tuberculosis of the 
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lymphatic-pulmonary type. All 536 patients were in a special 
hospital receiving only patients from pediatric or infantile 
tuberculosis clinics in Paris. The remaining 127 children were 
given nonspecific therapy and were therefore considered as con- 
trols. No significant difference between the two groups was noted. 
Streptomycin and aminosalicylic acid have no preventive effect 
on the complications associated with dissemination of bacilli 
which may appear during treatment. Isoniazid does not seem to 
have any preventive effect on the local complications of primary 
infection, but it does appear to stop dissemination. Thus it con- 
stitutes the major medicament to be used in the treatment of 
primary tuberculosis. Streptomycin has special value in the treat- 
ment of infants. Aminosalicylic acid is used only in view of 
theoretical considerations, i. e., because of the danger of bacil- 
lary resistance. The only treatment that had any effect on the 
natural duration of the disease was isoniazid, especially when 
associated with streptomycin. This association should be used in 
children less than a year old, after which age isoniazid alone or 
in combination with aminosalicylic acid is the treatment of 
choice. The latter treatment has the advantages of being effec- 
tive in more than half of the cases, being easy to administer and 
control, and keeping streptomycin in reserve. The therapy must 
last at least six months. None of the antituberculous agents 
allow of dispensing with preventorial care with its three essen- 
tials: rest, good hygiene, and proper diet. 


A Comparison of Intramuscular Benzathine Penicillin and Oral 
Sulfonamides in the Control of Rheumatic Recurrences. C. M. 
McCue, C. D. Gibson Jr. and L. C. Lindemann. J. Pediat. 
47:450-460 (Oct.) 1955 [St. Louis]. 


The influence of monthly intramuscular injections of benza- 
ihine penicillin G on rheumatic recurrences in a group of 50 
patients selected from the convalescent wards and outpatient 
department of the Richmond Rheumatic Fever Clinic in the fall 
of 1952 was compared with the influence of sulfonamides given 
prophylactically to another group of 50 comparable patients. 
The same diagnostic criteria were used in both groups and each 
received the same general care. The average age of the patients 
in the penicillin group at the start of therapy was 10.2 years, 
and the mean number of months since the onset of the last rheu- 
matic fever attack was 12. The comparable figures for the sul- 
fonamide group were 11 years and 9 months respectively. Heart 
disease was present in 78% of the sulfonamide group and in 
85° of the benzathine penicillin group, and in a very large 
percentage of both it was serious in nature. Four patients were 
eliminated from each group because they failed to follow 
through. The benzathine penicillin G group received deep intra- 
muscular injections of 1,200,000 units every 28 days. These pa- 
tients had initial throat cultures and repeat cultures every three 
months routinely or on suspicion of a respiratory infection. Each 
patient received an average of 24 injections in a 26-month study 
period. The sulfonamide group was divided, with 32 on sulfadia- 
zine and 14 on Gantrisin, given according to a previously de- 
scribed schedule with careful observation of leukocytes and urine 
in the early weeks. Prophylaxis in these children had an average 
duration of 38.6 months, because in many cases it had been 
started earlier; in all, however, it was continued through the 
same period as that of the penicillin group. Throat cultures were 
also made initially and at three-month intervals, but with less 
regularity than in the penicillin group, because it was more dif- 
ficult to get the patients in to the clinic. Not a single recurrence 
was Observed in the penicillin group, although two patients with 
old tailure and enlarged hearts still have smoldering disease. The 
recurrence rate in the sulfonamide group was 4.3%. One child 
died of what was apparently an intercurrent infection, and three 
others had vague aches but no clear-cut recurrences. The value 
of prophylactic treatment can be seen by comparing these figures 
with the 61% recurrence rate noted before 1946 in an untreated 
group in Virginia. The results of this study provide further evi- 
dence in favor of the large-scale use of benzathine penicillin G 
intramuscularly for the prevention of rheumatic recurrences. 


J.A.M.LA., Dec. 3, 1955 


On the Prognosis of Childhood Tuberculosis: An 18-Year Fol- 
low-Up Report. Nils Levin. Am. Rev. Tuberc. 72:513-526 (Oct.) 
1955S [New York]. 


This 18-year follow-up report deals with 434 children up to 
15 years old first reported on in 1935, in whom roentgenographic 
examination and culture of gastric washings had frequently been 
carried out. All had received sanatorium care for suspected or 
verified active pulmonary tuberculosis. All the children were 
traced and all! but 18 of the survivors have now been reexamined 
in an investigation made for the purpose of determining the 
prognosis of various types of tuberculosis in childhood with re- 
gard to the age at which the disease develops: the prognostic 
significance of bacteriological findings in gastric washings at the 
initial examination; and the causes of death and the duration of 
survival after diagnosis. Patients followed up have been placed 
in their original group classifications for the sake of clarity but 
certain groups have been combined in this report. The 18 sur- 
vivors who refused reexamination and 8 others, who are either 
living abroad or were registered as missing, were fairly evenly 
distributed throughout the various groups, and they have there- 
fore been disregarded. A total of 47 children died; in each case, 
the pulmonary status at death was satisfactorily determined, and 
it was found that 34 had died of tuberculous disease. The most 
interesting findings were those obtained in the group of 254 
children in whom the initial investigation showed active tubercu- 
losis of the lungs or hilar lymph nodes. No active tuberculous 
lesions were revealed by the follow-up roentgenograms in 82% 
of this group; active disease was present in 5%; and 13% had 
died of tuberculosis. The mortality rate of the children with 
primary tuberculosis was 7°, strikingly lower than the 63% 
of those in whom the disease was postprimary. The mortality in 
the primary tuberculosis group increased with the age at which 
the disease was detected: in those with postprimary disease this 
trend was reversed, except in the children who contracted tuber- 
culosis during puberty. Such children had a death rate of 18 
in the primary group and 67% in the postprimary group. The 
results of bacteriological tests on gastric washings during the 
acute phase of the disease apparently lacked prognostic signifi- 
cance. Of the patients in whom the initial examination showed 
primary lesions and gastric washings positive for tubercle bacilli, 
88° were without active disease at follow-up and 4% had active 
lesions, while, of those with negative gastric washings, 92% 
were without active disease and 4% had active lesions. Five of 
the 12 patients with active tuberculosis at follow-up were con- 
sidered fit for work. Analysis of the 34 fatal cases showed that 
death was due to pulmonary tuberculosis in 26 and to tubercu- 
lous meningitis in 8. Most of the deaths from meningitis occurred 
in early childhood, and none of the children in whom this com- 
plication developed survived. It should be noted that these cases 
originated in the preantimicrobial era; only those patients who 
still showed active tuberculosis at follow-up had received any 
antimicrobial drugs. 


Tissue Therapy in Seborrhea Sicca and Eczema of Nursling. 
S. Santyan y Velasco and F. Amore. Clin. pediat. 37:501-510 
(July) 1955 (In Italian) [Bologna, Italy]. 


Placental extracts used concurrently parenterally and locally 
to treat nurslings with seborrhea sicca and eczema gave good 
results, especially in the infants with the first condition. Pla- 
cental tissue finely dispersed in placental juice (“Histoplac emul- 
sion’) or integral placental extract (“Placentex integro”) was 
used for the parenteral route; placental powder incorporated in 
a 50% oily vitamin medium (“Histoplac cream”) was used for 
the local treatment. The therapy was given to 26 of 52 affected 
infants, 14 with seborrhea sicca and 12 with eczema. In all but 
eight the condition had been present and remained unchanged 
for several weeks or months. The other 26 infants, who served 
as controls, received no treatment or only local treatment with 
the standard creams. The Histoplac emulsion was given in doses 
of | cc. every other day for 20 to 30 days and then, in most 
cases, every three days for 15 to 30 days: the Placentex was 
given in doses of 1.5 to 2 cc. every three days for 12 to 30 
days and then, in most cases, every four days for 15 to 20 days; 
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and the Histoplac cream was applied to the involved areas once 
or twice daily. The infants’ tolerance for the preparations was 
good or excellent, with the exception of four in whom a mild 
infiltration, which disappeared in a few days, was observed at 
the site of the injection. All the infants were followed for at 
least three months after discontinuance of the treatment. Re- 
covery was complete and definitive in 10 infants with seborrhea 
sicca; a frank and lasting improvement was obtained in 2; and 
some improvement was obtained in 2, but it was followed by 
relapse and reactivation of the condition. The respective figures 
for the infants with eczema were four, three, and five. Pruritus, 
which was a continuous torment for most of the infants, was 
greatly influenced by the therapy, which also had a favorable 
effect on their weight. Notable remissions were never observed 
in the controls. The mechanism of action of placental therapy 
in these conditions of the nursling is stili obscure. The “bioge- 
nous stimulators” (biostimulins) of Filatov do not as yet have a 
chemical identity, although recently some authors, among them 
Filatov himself, have compared these factors to the nucleic 
acids. It is definite that the therapy did not exert its action in 
these infants by means of endocrine substances of the gonado- 
tropin and estrogen type contained in the placenta, because these 
were removed in the preparation of the extracts that were used 
by the authors. Studies are in progress to investigate this mode 
of action. 


Gestric Digestion of Homogenized Milk in Infants. A. Adam 
and FE. Czech. Monatsschr. Kinderh. 103:361-365 (Aug.) 1955 
(In German) [Berlin, Germany]. 


Although it is generally accepted that homogenized milk is 
more easily digested than ordinary cow’s milk, the value of this 
milk in the feeding of infants is still being disputed. The authors 
decided to ascertain whether the quantity of gastric juice that is 
produced after feeding with homogenized milk differs from that 
produced after feeding of ordinary cow’s milk. Their investi- 
gations were made on 18 infants, ranging in age from six weeks 
to eight months. Comparative tests were made with homoge- 
nized and nonhomogenized milk. By means of the sugar curve 
of the stomach, it was ascertained that in 15 of the 18 infants 
less gastric juice was required for the digestion of homogenized 
than for the digestion of nonhomogenized milk. In three of the 
infants the gastric sugar curves were atypical due to secretory 
anomalies of the stomach. On the basis of their observations, 
the authors conclude that homogenized milk deserves wider use 
in the feeding of infants. 


OTOLARYNGOLOGY 


Hyd ti Antibiotic Therapy in Upper Respiratory In- 
fections. A. H. Persky. A. M. A. Arch. Otolaryng. 62:354-356 
(Oct.) 1955 [Chicago]. 


The observations reported here were made Over an eight- 
month period on 109 patients. The study was undertaken to de- 
termine what value a topically applied hydrocortisone-antibiotic 
combination might have in treating a wide variety of upper res- 
piratory infections. The medicament, which was dispensed by 
drops and by means of a plastic spray bottle, had the following 
formula: hydrocortisone alcohol, 0.02%; hydroxyamphetamine 
hydrobromide, 0.5%; phenylephrine hydrochloride, 0.125%; 
Gramicidin, 0.005; neomycin sulfate, and polymyxin 
B sulfate, 0.2 unit per milliliter. Patients were instructed to in- 
still 3 squeezes of the spray bottle or one dropperful of the solu- 
tion into each nostril every three hours; each method delivers 
0.2 cc. of the medicament to each nostril. The efficacy of this 
treatment was determined objectively by clinical observation of 
the nasal membrane, and, subjectively, by interviews with the 
patients. Eighty-five of the patients had upper respiratory infec- 
tions; of the remaining 24 with uninfected inflammation, 3 had 
hay fever, 7 had chronic hyperplastic ethmoiditis, 12 had allergic 
vasomotor rhinitis, and 2 had chronic nasopharyngitis. The ob- 
jective results were considered excellent in 21, good in 70, fair 
in 10, and poor in 8 patients. The subjective results were excel- 
Jent in one, good in 81, fair in 18, and poor in 9 patients. Most 
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patients tolerated the medication well. It not only relieves 
the nasal congestion for five or six hours but also decreases 
bacterial activity and ameliorates nasal inflammation. 


Antibiotic Specificity in Ear, Nose, and Throat Infections, L. J. 
Goldstein and S. Daly. A. M. A. Arch. Otolaryng. 62:384-389 
(Oct.) 1955 [Chicago]. 


During nine years after World War II, approximately 45,000 
veterans were treated at the Ear, Nose, and Throat Clinic of the 
New York Regional Office of the Veterans Administration. Most 
of the chronic infections proved to be resistant to the sulfona- 
mides and to penicillin. It became imperative to study the bac- 
terial flora to find what antibiotic to use in each patient. These 
studies revealed that hemolytic Staphylococcus aureus, Proteus 
vulgaris, and Pseudomonas aeruginosa were the most common 
pathogens in chronic suppurative disease of the ears and sinuses. 
Individual culture and sensitivity tests were absolutely necessary 
for the proper treatment of the chronic infections. The authors 
strongly urge the combined use of two antibiotics, because, by 
attacking the enzyme systems of the bacteria in different ways, 
the development of resistant strains is prevented. They gained 
the impression, however, that both P. vulgaris and P. aeruginosa, 
in the strains obtained from fresh purulent exudate, are becom- 
ing more resistant to all available antibiotics. 


Rhinopharyngeal Fibroma,. F. Christiansen. Ugesk. leger 117: 
1153-1156 (Sept. 1) 1955 (In Danish) [Copenhagen, Denmark]. 


In the four cases of rhinopharyngeal fibroma described, in 
males aged 19 to 59, there were nasal stenosis, purulent secre- 
tion from the nose, and intermittent hemorrhage. Macroscopi- 
cally the tumor is grayish red (depending on the vascularization), 
hard, fibrous, with smooth surface. There is no evidence of 
malignant degeneration. Histologically the tumor is an angio- 
fibroma, partly with, and partly without muscular tissue in the 
wall. The vessels can become so numerous as to suggest cavern- 
ous tissue. In cases with doubtful diagnosis, biopsy must be 
done. The patients were treated with extirpation orally. There 
were no complications, and the operation has given satisfactory 
results. The danger is from hemorrhage. 


THERAPEUTICS 


Experiences with Metacortandracin (Meticorten) in Severe 
Bronchial Asthma. J. M. Sheldon, J. A. McLean and kK. P. 
Mathews. J. Michigan M. Soc. 54:;1081-1083 and 1093 (Sept.) 
1955 [St. Paul, Minn.]. 


The authors present experiences and observations on a group 
of SI patients with severe asthma who had responded poorly to 
other accepted methods of therapy. Metabolic studies are de- 
tailed on the 15 patients who had been observed for the longest 
period of time. The group is rather unusual, in that 11 were 
aspirin-sensitive and 23 had infectious (intrinsic bacterial) 
asthma. In the remaining 17 patients, the asthma was of a mixed 
type or due to extrinsic protein sensitivity. Thirty-six of the pa- 
tients had previously received cortisone, hydrocortisone, or cor- 
ticotropin, and 11 of this group had taken a daily dose of 75 to 
200 mg. of cortisone continuously for a period of from three 
months to three and one-half years before the medication was 
changed to Meticorten, which is also known as prednisone. 
About one-third of the patients were hospitalized for from 8 to 
21 days, while the others were observed as outpatients. During 
hospitalization, the blood pressure, weight, eosinophil counts, 
and vital capacity determinations were recorded daily; 24 hour 
urinary 17-ketosteroid determinations were made before and at 
varying intervals after the administration of Meticorten; a rou- 
tine urinalysis was made each week, and the chest was examined 
each day. Upon discharge these studies were repeated at weekly 
intervals. A similar investigation was carried out in all cases 
managed as outpatients. The initial dosage of Meticorten con- 
sisted of divided doses of 25 mg. daily in 46 and 35 mg. in 5 
patients. When maximum improvement with complete asth- 
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matic control occurred, the Meticorten dosage was gradually re- 
duced by 5 mg. per day. The drug proved to be very effective 
for the temporary, symptomatic relief of bronchial asthma. In 
all but one of the 51 patients, satisfactory clinical control was 
obtained. However, as with other steroids, relapse usually oc- 
curred when the drug was withdrawn. Hence, it is not a substi- 
tute for the specific etiological management of the asthmatic 
patient. However, in a number of instances this drug proved to 
be more satisfactory than other steroids or adrenocorticotropic 
hormone. Three patients have been free from the recurrence of 
asthma for from 60 to 86 days. Undesirable side-effects appear 
to be less frequent than with other hormones, and dietary re- 
striction was not necessary. The period of observation is far too 
short and the number of patients observed is too small to permit 
final conclusions, particularly in regard to possible side-effects 
from prolonged treatment. 


Nine-Alpha-Fluorohydrocortisone. 1. de Gennes and G. Del- 
tour. Presse méd. 63:1214-1215 (Sept. 17) 1955 (In French) 
[Paris, France]. 


The history of 9-a-fluorohydrocortisone (Compound FF) is 
reviewed. The authors made a few preliminary trials of the 
drug as replacement therapy in patients with adrenal cortical 
hypofunction (Addison’s disease). The results were encouraging 
for clinical application of this agent in the future. At the mo- 
ment, however, Compound FF does not seem to be susceptible 
to use as the only substitutive agent in this disease, because it 
causes severe sodium and water retention and massive potassium 
excretion. Even in small doses 9-a-fluorohydrocortisone is capa- 
ble of producing edema or grave accidents of hypokalemia. Its 
advantages are strong glucocorticoid and mineralocorticoid ac- 
tion, effectiveness by the oral route, and prolonged effect. The 
drug produces no ill-effects when applied externally and is there- 
fore useful in the treatment of inflammatory dermatoses, 


Clinical Contribution to the Use of Hydrocortisone by the Oral 
Route. FE. Cecchi and F. Ferraris. Policlinico (sez. prat.) 
62:1132-1137 (Aug. 22) 1955 (In Italian) [Rome, Italy]. 


Alcohol-free hydrocortisone was given orally to 35 patients 
with rheumatoid arthritis in average daily doses of 80 mg. for 
two weeks and 30 mg. thereafter for almost four months. All of 
the patients showed clinical and roentgenographic signs of active 
disease and joint involvement. The disease was in the second 
stage in 24 patients and in the third stage in the others. A com- 
plete remission was obtained in the two patients in whom the 
disease was rather mild. In the others, the condition of the 
joints was benefited and the functional capacity was increased. 
The erythrocyte sedimentation rate dropped, as did leukocytosis, 
when present: hyperglobulinemia became less marked; and the 
albumin-globulin ratio tended to become normal. Despite the 
clinical improvement, the roentgenographic findings remained 
unchanged. Oral administration of the preparation in daily doses 
of 140 mg. for two weeks and then 60 mg. daily controlled the 
severe symptoms that were present in one patient with lupus 
erythematosus disseminatus. Three months after the therapy 
was started, the patient’s general condition was satisfactory. Four 
patients with bronchial asthma were given 200 mg. of hydro- 
cortisone orally on the first day and progressively decreasing 
doses of it thereafter until a daily maintenance dose of 10 or 20 
mg. was reached. The effect was brilliant in all with disappear- 
ance of the dyspnea and of the pulmonary findings; one month 
after discontinuance of the therapy, the improvement was still 
present. Oral hydrocortisone therapy had good effects also in 
two patients with nephrosis and one with ulcerative colitis. It 
improved the general condition of, and controlled the hemor- 
rhages in, two patients with thrombopenic purpura, but it did 
not bring about an increase in the number of platelets. The 
therapy had no effect in two patients with subacute myeloid 
leukemia and in one with aplastic anemia secondary to Hodgkin's 
disease that had been treated with mustard gas. The side-effects 
of the therapy were few, not too severe, and were easily con- 
trolled by reducing the dose of hydrocortisone. 


J.A.M.A., Dec. 3, 1955 


Antibiotic-Resistant Staphylococcal Infection: A Study of Anti- 
biotic Sensitivity in Relation to Bacteriophage Types. M. Barber 
and J. Burston. Lancet 2:578-582 (Sept. 17) 1955 [London, Eng- 
land]. 


When penicillin-resistant infection first became a problem, 
reports emphasized that most cases were the result of cross 
infection and that the only way to stem the tide was to increase 
the aseptic control, but what is regarded as good aseptic control 
has failed. The studies described were undertaken to ascertain 
the reasons for this failure. Of 62 babies born in a maternity 
unit, 55 left the hospital carrying penicillin-resistant strains of 
Micrococcus (Staphylococcus) pyogenes var. aureus in the ante- 
rior nares. A study of antibiotic sensitivity patterns and bacterio- 
phage types suggested that in most cases the babies had acquired 
these organisms from the nurses rather than from their mothers. 
There were no serious cases of sepsis. Strains of M. aureus were 
isolated also from 100 infective processes in other departments; 
59 of these were resistant to penicillin, 30 to streptomycin, 26 
to oxytetracycline, and 3 to chloramphenicol. Strains sensitive 
to antibiotics were isolated mostly from outpatients and from 
patients admitted with closed abscesses, whereas a large number 
of antibiotic-resistant infections appeared to have resulted from 
hospital cross infection. In the present investigation, 53 strains 
of M. aureus were found to be resistant to one or more of three 
antibiotics and all were of phage group 3. Strains of phage group 
3 appear to yield antibiotic-resistant variants more readily than 
do other strains of M. aureus. Of 26 infections occurring after 
Operations in the general surgical wards, none was due to an 
antibiotic-sensitive strain, and 17 were due to strains resistant 
to penicillin, streptomycin, and the tetracyclines. Two ways are 
suggested in which the problem can be attacked. The first is to 
keep clean surgical cases separate as far as possible; they should 
not be in the same ward with patients who have extensive super- 
ficial micrococcic (staphylococcic) lesions, which cannot be 
covered and must therefore infect the environment. The second 
is the intelligent local use of antibiotics. Local treatment with 
antibiotics for long periods is one of the best ways of rendering 
an organism resistant and should therefore be avoided. An ex- 
ception to this rule is neomycin, and this antibiotic, or the syn- 
thetic compound 1:6-di-4’-chlorophenyl-diguanidohexean (“Hi- 
bitane”), is probably the most suitable agent for the local treat- 
ment of micrococcic lesions. More important than this, however, 
is to keep at least one antibiotic in reserve. 


Two New Synthetic Steroids: Prednisone and Prednisolone. M. 
Pestel. Presse méd. 63:1179 (Sept. 10) 1955 (In French) |Paris, 
France]. 


Two compounds have been recently synthesized that seem to 
have the same anti-inflammatory and antirheumatic properties as 
cortisone and hydrocortisone but do not cause water and salt 
retention in the usual doses. They are prednisone (44; dehydro- 
cortisone), or metacortandracin, and prednisolone (A, dehydro- 
hydrocortisone), or metacortandralone. They have a greater 
anti-inflammatory and a greater glucocorticoid activity than 
the older drugs; in fact, they have been shown to be three 
or four times more potent than cortisone and hydrocorti- 
sone. At the same time, the new drugs have less effect on 
the lymphatic system and cause less disturbance of water 
and electrolyte metabolism. As to toxic effects, the drugs are 
well tolerated but cause suppression of the circulating lympho- 
cytes and increase in the polynuclears; prednisolone is consider- 
ably the more powerful in this regard. The effect is reversible on 
cessation of treatment. Prednisone is also the more powerful in 
suppressing normal growth of the spleen and causing thymic 
involution; this effect also is transitory. One advantage of therapy 
with the new steroids is greater dietary freedom for the patient. 
The drugs augment protein catabolism and cause a decrease of 
potassium. It is advisable to administer anabolic steroids in 
association with them, especially when massive doses are being 
used. Estrogens or testosterone can prevent depletions of cal- 
cium or phosphorus. Patients given the drugs must, as always, 
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be carefully watched, and there are various contraindications, of 
which tuberculosis is the strictest. Doses must be individually 
adjusted. In general, in a patient with acute articular rheumatism, 
20 or 30 mg. a day is a good starting dose, followed by 2.5 to 
5 mg. a day after the first therapeutic effects have been noted. 


RADIOLOGY 


Treatment of Multiple Myeloma with Radioactive lodine and 
Radioactive lodinated Serum Albumin. J. P. Kriss, H. R. Bier- 
man, S. F. Thomas and R. R. Newell. Radiology 65:241-249 
(Aug.) 1955 (Syracuse, N. Y.]. 


Of 17 patients between the ages of 40 and 70 years with multi- 
ple myeloma, 9 were given systemic treatment with radioactive 
iodine (I'*') and 7 with radioactive iodinated serum albumin 
(RISA). Each of the patients treated with I'"! was given about 
150 me. of the isotope orally after preliminary stable iodide 
treatment. Three of the nine patients received a single dose, 
while the other six were given a series of treatments up to 
a total dose of 510 mc. Radioactive iodinated serum = albu- 
min was given intravenously in doses of 10 to 20 me. Four 
of the seven patients received a single dose, and three were 
given a series of treatments up to a total dose of 42 me. 
Of the nine patients treated with I'*!, four gained strength 
and were relieved of pain; the same results were obtained 
in three of the seven patients treated with RISA. Relapse 
in three to four months was the rule. If relapse occurred, 
retreatment was usually effective. In two patients, the rap- 
idly progressing disease was apparently arrested for 15 months 
with I'*! and for 9 months with RISA respectively. An- 
emia was not improved; there were no lasting changes in serum 
protein pattern: and marked recalcification of bony lesions did 
not occur. In view of the paucity of the objective evidence of 
improvement, it is prudent to regard the effects of I'*! as pallia- 
tive only. Mild radiation sickness occurred in about one-third 
of all patients. Consideration may be given to treatment with 
I'*! or RISA when whole body irradiation is desired, if the pa- 
tient is not ambulatory or cannot be easily moved for X-ray 
therapy, if local x-ray treatment is inadvisable because painful 
areas are too numerous, and if skin tolerance to roentgen rays 
has been exhausted. RISA must be given by vein, but it is more 
economical of the isotope, and its dose is below the level for 
which the Atomic Energy Commission requires hospitalization. 
Radioactive iodine, as iodide, can be given by mouth; it is pre- 
ferable to RISA if it shows selective localization in the lesions. 
Fither of the two radioactive agents will destroy the thyroid if 
its uptake is not blocked. 


Roentgenologic Aspects of Chordoma. J. R. Utne and D. G. 
Pugh. Am. J. Roentgenol. 74:593-608 (Oct.) 1955 [Springfield, 


Chordoma is one of the few neoplasms that originate from 
and retain the histological structure of primitive embryonic 
tissue. It originates from remnants of the notochord, grows 
slowly, is locally invasive, but tends to recur after surgical re- 
moval. Because of its insidious growth, it may be present for 
long periods before treatment is sought. This report is based on 
the records of 72 patients with histologically proved sarcoma, 
which were found in the files of the Mayo Clinic from 1910 to 
1953. Original roentgenograms made prior to treatment were 
examined in 41 cases. Thirteen of the patients are reported for 
the first time. Since more than S500 cases have been reported in 
the literature, chordoma is not so rare as is commonly assumed. 
The high incidence of previous injury, the distribution of the 
lesions, and the preponderance in the male sex suggest that 
trauma may be a predisposing factor. Gross examination of 
the tumor reveals a round, irregular, encapsulated mass com- 
posed of gelatinous or mucoid tissue, the lobules of which are 
separated by fibrous septa. The microscopic picture shows the 
large physaliphorous cells with the typical arrangement in cords 
or strands lying in a sea of mucus. The similarity of the clinical 
and soentgenographic manifestations of cranial chordomas to 
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other intracranial neoplasms precludes a correct preoperative 
diagnosis in most cases, but a chordoma should be considered 
in the differential diagnosis of all midline tumors at the base 
of the brain. The presenting complaints and roentgenologic find- 
ings of vertebral chordomas reveal no distinguishing character- 
istics to differentiate them from other tumors of the spinal col- 
umn. In sacrococcygeal chordoma, however, the correct preop- 
erative diagnosis is possible in nearly half of the cases, chiefly 
because of the prolonged clinical course and rather typical roent- 
genologic manifestations. Roentgenographic evidence of bone in- 
volvement or of a soft tissue mass is found in more than 90% 
of patients with chordoma. 


PHYSIOLOGY 


The Houssay Phenomenon in Man, J. C. Harvey and J. de Klerk. 
Am. J. Med. 19:327-336 (Sept.) 1955 [New York]. 


The Houssay phenomenon, or hypoglycemia and a marked in- 
crease In sensitivity to insulin, rarely occurs in man; when it 
does, it is usually caused by infarction of the anterior lobe of 
the pituitary gland. One of the first effects of the anterior pitui- 
tary insufficiency is hypoglycemia, which follows within 24 hours 
after the infarction and is manifested by bizarre and rapidly 
changing neurological signs associated with loss of conscious- 
ness. The patients, who have usually had diabetes mellitus for 
a considerable time, exhibit extreme sensitivity to administered 
insulin. Those who have survived the acute phase of the illness 
have begun within a month or two to exhibit the clinical mani- 
festations of thyroid, adrenal, and gonadal hormone dejiciency. 
Diabetes in these patients is ameliorated, but by no means cured. 
The symptoms of diabetes disappear, glycosuria decreases, and 
the sugar in the blood approaches the normal level, but the 
diabetic tendency remains and the response to the stress of in- 
travenously administered glucose is still diabetic in type. Con- 
tinued administration of insulin is sometimes necessary, but the 
“Houssay man” is quite as sensitive to insulin as the “Houssay 
dog,” and hypoglycemia is always a threat to life. The excellent 
results that can now be obtained in patients with panhypopitui- 
tarism by judicious hormone replacement therapy make the 
early recognition of pituitary insufficiency a matter of vital im- 
portance. It should be immediately suspected in patients with 
diabetes if their insulin requirements decrease rapidly or if in- 
sulin shock occurs with great frequency and hypoglycemia is pro- 
longed and relatively resistant to the intravenous administration 
of glucose. Three such patients have been seen at the Johns 
Hopkins Hospital: one was a 22-year-old white woman in the 
ninth month of her first pregnancy; another was a 68-year-old 
white man with benign prostatic hypertrophy, who had been 
found to have diabetes at the age of 58: and the third was a 
40-year-old Negro, admitted in 1949 to another hospital in severe 
diabetic acidosis. The complaint common to these patients and 
several of those previously reported on in the literature was se- 
vere headache, recognized in retrospect as having been felt at 
the time the pituitary infarction must have occurred. The first 
two patients died, but the third is still alive. He has refused re- 
placement hormone therapy, although he has clearcut signs of 
thyroid, adrenal, and gonadal hormone deficiencies. His diabetes 
is improved, apparently as a result of pituitary insufficiency 
caused by generalized sarcoidosis involving the pituitary gland. 


Relationship of Sodium Retention and Venous Pressures to 
Edema Formation. R. Goldman and S. H. Bassett. Circulation 
12:630-634 (Oct.) 1955 [New York]. 


Two patients with congestive cardiac failure were placed on a 
metabolic balance regimen, and supplemental sodium chloride 
was administered. The retention of water induced by the sodium 
supplementation amounted to over 3 kg. and presented as clin- 
ical edema. In neither of these two patients was the edema pre- 
ceded by an increase in the brachial venous pressure. This ob- 
servation supports the concept that retention of fluid in heart 
failure does not depend upon an initial elevation in venous pres- 
sure, 
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BOOK REVIEWS 


Roentgen Interpretation. By George W. Holmes, M.D., Radiologist to 
Waldo County Hospital, Belfast, Maine, and Laurence L. Robbins, M.D., 
Radiologist-in-Chief to Massachusetts General Hospital, Boston. Eighth 


edition. Cloth, $10. Pp. 525, with 371 illustrations. Lea & Febiger, 600. 


Washington Sq., Philadelphia 6, 1955. 


This new, enlarged, and more detailed edition of one of the 
oldest and most honored textbooks in roentgen diagnosis is most 
welcome. While some of the reproductions of roentgenograms 
of the chest do not depict the processes described, the illustra- 
tions as a whole are greatly improved and are shown as nega- 
tives. The text is unusually complete for a book of this size and 
suggests that the authors were attempting to produce a textbook 
for students, a guide for general physicians, and a handbook 
for radiologists. The limitation in the number of illustrations 
always presents a problem of selection. The authors have at- 
tempted a compromise between illustrating unusual or rare 
conditions and concentrating on common situations. While such 
efforts at reaching a variety of readers often prove unsatis- 
factory, in this volume some success has been achieved. It is 
unfortunate that more attention was not given to radiographic 
technique or the basic principles of roentgen diagnosis, infor- 
mation much needed by the student and general physician. In- 
sufficient attention is given to the dangers involved in roentgen 
diagnosis and to methods of protecting the patient. This material 
is covered in the good chapter on fluoroscopy but only in- 
cidentally; the false impression may be gained that there is no 
danger in radiography. There are a number of errors of minor 
significance. It is surprising to find the statement that foreign 
bodies in the bronchi occasionally produce emphysema when 
this is the common early change. Also the reference to “ball- 
valve” obstruction of the bronchi as if it were synonymous with 
“check-valve” is erroneous. Of its many good features, an ex- 
cellent table summarizing the usual findings in bone tumors and 
a good elucidation of many pulmonary conditions are notable. 
On the other hand, considering the present interest in carcinoma 
of the lung, it is surprising that more space was not devoted 
to this subject. On the whole, this is a a complete, concise, Well- 
written, and well-illustrated textbook covering fluoroscopy and 
the interpretation of roentgenograms in an adequate fashion. 


Keratoplasty. By R. Townley Paton, M.D., F.A.C.S., Surgeon Director, 
Manhattan Eye, Ear and Throat Hospital, New York. Cloth. $28.50. 
Pp. 280, with 87 illustrations, Blakiston Division, McGraw-Hill Book 
Company, Inc., 330 W. 42nd St., New York 36; 95 Farringdon St., London, 
E.C.4, England, 1955. 


In this book the chapter on the history of corneal trans- 
plantation makes the reader aware of the fact that the more 
modern views on this subject are merely refinements and new 
adaptations of old and basic concepts; it also points up the 
drama of the emotions of the early pioneers in the field. The 
author reviews in minute detail the physiology of the cornea, 
but the complex problem of transparency remains unsolved. 
Under case selection, with the increasing number of reports on 
keratoplasty, clinical criteria for the selection of favorable and 
unfavorable cases are further amended, refined, and altered. 
As a supplement to his own views, techniques, and experiences, 
Dr. Paton carefully and critically reviews the techniques of some 
of the ophthalmic surgeons prominently associated with corneal 
transplantation. The book is superbly illustrated with color plates 
and black and white photographs and drawings that demonstrate 
preoperative and postoperative results, successes and failures. 
The history, role, purposes, and goals of the Eye-Bank for Sight 
Restoration, Inc., and the newer procedures legalized through- 
out the world for securing cadaver corneas are thoroughly dis- 
cussed. Dr. Paton classifies those patients who require lamellar, 
peneirating, or tectonic grafting and guides the reader in the 
selection and preparation of patients, grafting techniques, post- 
operative and adjuvant treatments, and the treatment of early 
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and late complications. Corneal healing after transplantation is 
discussed, including the various theories as to the fate of the 
graft, the regeneration of corneal nerves, corneal vascularization, 
and the smaladie du greffon, or illness of the graft, which is still 
very perplexing and discouraging. The statistical table of results 
of corneal grafting in all types of corneal clouding, due to con- 
genital dystrophies, disease, deformities, and/or traumatic in- 
juries, enables the reader to determine that the diverse per- 
centages of clear grafts in the different categories are directly 
proportionate to the varying degrees of corneal opacity and 
vascularization. With this information, the surgeon can predict 
fairly accurately the chance for a successful graft in most cases. 
The book contains particularly useful reference material for the 
ophthalmic surgeon performing corneal grafting, or for the. 
ophthalmologist consulted for advice and the possible outcome 
of such grafting. Hospitals contemplating the establishment of 
eye and tissue banks should find it of value. 


ea and Joint Injuries. Volume TI. By Sir Reginald Watson-Jones, 
R.C.S.,_ F.R.A.C.S.,. M.Ch.Orth., Extra- Surgeon to Her 
Majesty the Queen, London. Fourth edition, Cloth. $22 (2 volumes). Pp. 
445-1073, with 904 illustrations. Williams & Wilkins Company, Mount 
Royal and Guilford Aves., Baltimore 2, 1955. 


More than two years have elapsed since the first volume of 
the fourth edition of this opus was published. It is clear that 
this eagerly awaited volume has been extensively revised. Many 
new illustrations have been added, redundant and out-of-date 
material has been deleted, and new methods of treatment that 
have assumed a greater importance in the management of certain 
fractures have been emphasized. For example, the section on 
acute and recurrent dislocation of the shoulder joint has been 
entirely rewritten and the need for immobilization of the initial 
injury has been properly emphasized. In the same way, it is 
now recognized that fractures of the neck of the femur, formerly 
classified as abduction and adduction fractures, are due to 
external rotatory strains and the roentgenographic appearances 
are merely due to the different degrees of rotation and displace- 
ment that arise from varying degrees of lateral rotation. Treat- 
ment of fractures of the neck of the femur is wisely dealt with, 
and the place of the femoral head prosthesis receives proper 
emphasis. The use of intramedullary nailing in the treatment 
of certain fractures of the femur, humerus, and other bones is 
given its proper place. The section on maxillofacial injuries has 
been extended and brought up-to-date. Fracture of the spine 
with paraplegia is wisely discussed, and the advantages of early 
internal fixation of the spine, in the presence of paraplegia, is 
emphasized. Throughout this volume one senses the author’s 
interest and concern with rehabilitation and the return of the 
injured patient to work. This monograph is at once the most 
complete, the most balanced, and the best-written textbook of 
its kind in the English language. 


Anesthesia in Ophthalmology. By Walter S. Atkinson, M.D., Associate 
Clinical Professor of Ophthalmology, New York University Post-Graduate 
Medical School, New York. Publication number 251, American Lecture 
Series, MOnograph in American Lectures in Ophthalmology. Edited by 
Donald J. Lyle, M.D., F.A.C.S., Professor of Ophthalmology, College of 
Medicine, University of Cincinnati, Cincinnati. Cloth. $3.25. Pp. 101, with 
44 illustrations. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill.; Blackwell Scientific Publications, Ltd., 24-25 Broad St., 
Oxford, England; Ryerson Press, 299 Queen St., W., Toronto 2B, Canada, 
1955. 


The author has prepared this brief monograph almost exclu- 
sively for the surgeon and devotes most of the pages to a dis- 
cussion of local anesthesia. The required techniques are simple 
and are adequately discussed. Most of the illustrations are well 
done. The author uses procaine, tetracaine, or lidocaine and 
ordinary standard equipment, syringes, and needles. The dis- 
cussion of preanesthetic preparation is straightforward and con- 
servative; however, the doses of barbiturates, chloral hydrate, 
and meperidine suggested in this monograph would be con- 
sidered by many as generous, although the author previously 
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warns against using too large a dose. The pages devoted to the 
psychological preparation of the patient are timely and well 
chosen. The complications from drugs are stressed with some 
humorous illustrations. General anesthesia is mentioned with 
little more than the statement that it is indicated for children, 
for extensive ocular operations, and for those objecting to local 
anesthesia. The author is willing to leave its choice and adminis- 
tration to an anesthesiologist if one is available. The monograph 
should be useful and of interest to those practicing, preparing 
to practice, or teaching ophthalmology. 


Textbook of Endocrinology. Edited by Robert H. Williams, M.D., 
Executive Officer and Professor of Medicine, University of Washington 
Medical School, Seattle. Contributors: William H. Daughaday and others. 
Second edition. Cloth. $13. Pp. 776, with 173 illustrations. W. B. Saunders 
Company, 218 W. Washington Sq., Philadelphia 5; 7 Grape St., Shaftes- 
bury Ave., London, W.C.2, England, 1955. 


This second edition of a textbook that first appeared in 1950 
has been prepared by the same group of 10 collaborators with 
the exception of Dr. L. H. Newburgh, who has been replaced 
by Dr. Daughaday, and the late Dr. E. J. Kepler, whose con- 
tribution has been revised by other contributors. The subject 
matter has been brought up-to-date without materially changing 
or enlarging the book. The book in general follows the usual 
approach to the subject, with the individual chapters differing 
in the relative attention given to the basic theoretical and prac- 
tical clinical aspects of the subject. For example, the chapter 
entitled Diseases of the Parathyroid Glands occupies 98 of the 
743 pages of the book. The thymus and pineal, although ad- 
mittedly of little importance, receive no notice. This defect, 
inherent in any textbook of multiple authorship, must render 
such books uneven and less well correlated than those of a single 
author. In general, however, the present volume is sound and 
the treatment of some aspects of endocrinology excellent. The 
format and type are excellent and the illustrations well chosen, 
although some of the radiographs are too poorly reproduced 
to be of value. The book can be recommended to the practicing 
physician. 


Advances in Cancer Research. Volume HI. Edited by Jesse P. Green- 
stein and Alexander Haddow. Cloth. $8.50. Pp. 369, with illustrations. 
Academic Press, Inc., 125 E. 23rd St., New York 10, 1955. 


This book summarizes the progress made in certain phases 
of cancer research. Its reviews appear to be thoughtfully or- 
ganized and include such subjects as the etiology of lung cancer, 
the experimental development and metabolism of thyroid 
tumors, new developments in the electronic structure and car- 
cinogenic activity of aromatic molecules, carcinogenesis, pul- 
monary tumors in experimental animals, and the oxidative 
metabolism of neoplastic tissues. Each review is well docu- 
mented by an extensive bibliography. Except for the review by 
Doll, the material is probably too didactic and theoretical for 
the clinician or practitioner: however, it should be of interest 
to research workers in the field of experimental cancer and 
should find its way into the libraries of institutions where basic 
cancer research is in progress. 


Diagnosis of Congenital Heart Disease: A Clinical and Technical Study 
by the Cardiologic Team of the Pediatric Clinic, Karolinska Sjukhuset, 
Stockholm. By Sven R. Kjellberg, Edgar Mannheimer, Ulf Rudhe and 
Bengt Jonsson. Cloth. $22. Pp. 649, with 581 illustrations. Year Book 
Publishers, Inc., 200 E. Illinois St., Chicago 11, 1955, 


Although this book is based on clinical and roentgenographic 
studies of 396 patients with congenital heart disease, the authors 
have reviewed the literature for each abnormality. The result is 
an up-to-date presentation of what is known about each con- 
genital cardiac lesion in respect particularly to its clinical recog- 
nition. The illustrations, which are numerous, are of excellent 
quality, particularly the angiocardiograms. Studies, where pos- 
sible, in each case included cardiac catheterization, angiocardio- 
grams, electrocardiograms, heart sound records, and electro- 
kymography. The first chapter is devoted to embryology with 
particular attention to mechanisms by which maldevelopment 
can produce congenital cardiac lesions. This is followed by a 
section describing the techniques used in examination. The vari- 
ous congenital lesions discussed in the succeeding chapters include 
pulmonic stenosis, tetralogy of Fallot, persistent truncus arterio- 
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sus, ventricular and atrial septal defects, anomalous drainage of 
pulmonary veins, patent ductus arteriosus, coarctation of the 
aorta, subaortic stenosis, and other rarer anomalies. The authors 
have done a fine job in this careful clinical study of a large series 
of congenital cardiac lesions. Their work should help materially 
to establish sound criteria for the clinical diagnosis of a numbet 
of congenital lesions heretofore difficult to diagnose during life. 
This is one of the really good recent books on congenital heart 
disease. It is a good reference book for the pediatrician and the 
internist interested in cardiology. 


Clinical Orthopaedics. Number Five. Anthony F. DePalma, editor-in- 
chief. With assistance of associate editors and board of advisory editors. 
Cloth. $5. Pp. 242, with illustrations. J. B. Lippincott Company, 227-231 
S. Sixth St., Philadelphia 5; 2083 Guy St., Montreal, Canada; Pitman 
Medical Publishing Company, Ltd., 39 Parker St., Kingsway, London, 
W.C.2, England, 1955, 

This volume is in the general format of the previous volumes 
in this series. It is advantageous to have a single subject carried 
aS a major theme of each volume, and this one contains several 
good articles on backache. Some of the articles have been pre- 
viously published, so that little of the material is entirely new. 
It is, however, a good grouping of papers on this subject. A 
summary is presented at the end of each article. The latter part 
of this book might have been more carefully edited as to subject 
matter and the conclusions drawn therefrom, many of which 
are controversial. The book is well documented, is of convenient 
size, and is easily read. It is hoped that the authors will continue 
with this type of presentation. 


Poet and Psychiatrist, Merrill Moore, M.D.: A Critical Portrait with 
an Appraisal of Two Hundred of His Poems. By Henry W. Wells. Cloth. 
$5. Pp. 325. Twayne Publishers, 31 Union Sq. West, New York 3, 1955. 

A sonnet, ere the days of Merrill Moore, 

Was looked upon as an accomplishment— 

To quarry blocks of words from mother lodes, 
Haul them away from where they were before, 
Hammer and chisel them till they were bent 
Into new combinations, different modes, 

Then rearrange and polish, make them shine, 
Garnishing fresh ideas in fresher style. 

So hours and days, and sometimes weeks and years, 
Were spent to make one sonnet superfine. 

Great poets made a few in a long while— 

A task so difficult it caused them tears. 

This has been rectified by Merrill Moore, 

His day is wasted that yields not a score. 


How is it that this buccaneer of sonnets 
Continues almost profligate of rhyme 

Since he has other full-time occupations, 

As helping those confused with bees in bonnets 
(And psychiatric treatment feeds on time) 

By balancing depressions with elations. 

For recreation, when not writing verse, 

He photographs the world from every angle, 

In number matching sonnets with his snapshots. 
Great volume does not make their goodness worse. 
Conchology and finding shells that spangle, 

A hobby that prevents reposeful nap plots. 

He is a husband, father, soldier, teacher, 
Physician, poet, everything but preacher. 


Whence comes this energetic cavalier 

Who can combine a dozen occupations 

And bring to each accomplishment its grace? 
The answer to his multiple career, 
Achievements in a hundred combinations, 

Is told by Henry Wells. He says the place 

To find the cause of his fecundity 

And his exuberance is in his verse. 
Autobiography most clearly tells. 

The South gave family, warmth, and human pity, 
New England sharpened without making terse. 
Their intertwining is described by Wells, 

So in the end we learn just how from Merril!—he 
Writes wisely and enormously and merrily. 
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QUERIES AND MINOR NOTES 


DIFFERENCES IN| SEDIMENTATION RATE VALUES 


To tHe Epiror:—The number of methods published for de- 
termining the sedimentation rate has created a problem in that 
different authors list different normals for the same method. 
For example, Stewart and Dunlop's “Clinical Chemistry in 
Practical Medicine” (ed. 4, Baltimore, Williams & Wilkins 
Company, 1954), gives Westergren normal 2 to 5 mm. per 
hour, with readings above 12 mm. per hour as definitely ab- 
normal, whereas in Kolmer's “Clinical Diagnosis by Labora- 
tory Examinations” (New York, Appleton-Century-Crofts, 
Inc., 1943) the normal is given as up to 15 mm, per hour for 
men and up to 20 mm. per hour for women. In “An Index of 
Differential Diagnosis of Main Symptoms” (ed. 8, Baltimore, 
Williams & Wilkins Company, 1954), Westergren method is 
quoted, with the following statement made regarding correc- 
tion for anemic blood, “A slightly raised sedimentation rate, 
say 10 to 20 mm. in the first hour, should not be regarded as 
significant until the patient has shown to have no anemia, for 
a reduction of the red cells to about 4 million would be 
sufficient to account for such an increase.” Stewart and 
Dunlop, however, state that in their opinion only when a 
large bore tube is used must a correction for anemia be made. 
They believe that the red blood cell count may be ignored 
when the small bore Westergeren tube is used. 1 have read 
that Cutler denies the necessity for using a blood correction 
when his method is used, Please discuss this problem. 


M.D., Michigan. 


This inquiry was referred to two consultants, whose respec- 
tive replies follow.—Eb. 


ANSWER.—No wonder there is confusion concerning normal 
values and the proper method for determining the erythrocyte- 
sedimentation rate. Dozens of methods have been described, 
various times for reading (from a few minutes to 24 hours) have 
been advocated, and various correction factors have been pro- 
posed. Some recommend reports based on curves, while others 
have been satisfied with a single reading. The test, although 
useful, must be looked on as nondiagnostic of any particular 
disease and of prognostic value only under limited conditions. 
Westergren (1921) stated that the blood was to be diluted 1:4 
with 3.8% sodium citrate dissolved in water. The test was to be 
set up in a tube 30 cm. long with an inside diameter of 2.5 mm. 
and a scale of 200 mm. equivalent to 1 ml. of blood. His nor- 
mal values were given in a footnote that stated that, on study 
of 12 men who said they were healthy, 10 had a 2 mm. fall 
in one hour and 2 had a 5 mm. fall. He cautioned against dog- 
matic interpretation of normal values and ventured the opinion 
that a higher value than 3 mm. in one hour seldom occurred 
and that 10 mm. was rare in healthy persons. He did not estab- 
lish separate values for men and women but quoted Fahraeus 
as reporting that in men the sedimentation rate was 2 mm. in 
one hour and in women 5 mm. Since then, values for the Wester- 
gren method in normal persons have been greatly extended. For 
example, Sunderman and Boener list for men, | to 3 mm., and 
for women, 4 to 7 mm. Todd and Sanford, and Wells, list nor- 
mals for men for one hour as 0 to 15 mm., for women as 0 to 
20 mm. Similar statements could be made concerning almost 
every other method. Cutler advocates the use of a curve for 
determining the sedimentation rate and states that for all prac- 
tical purposes a maximal settling in five minutes of | mm. or 
less is normal; everything else is abnormal and therefore patho- 
logical. However, Wells has given normal one hour rates for the 
Cutler method as 2 to 8 mm. for males and 2 to 10 mm. for 
females. Similar values are given by Sunderman and Boener. 


The answers here published have been prepared by competent authori- 
ties. They do not, however, represent the opinions of any medical or other 
Organization unless specifically so stated in the reply. Anonymous com- 
munications and queries on postal cards cannot be answered. Every letter 
must contain the writer’s name and address, but these will be omitted on 
request, 


The Wintrobe and Landsberg method, which has enjoyed 
widespread use, makes use of solid anticoagulants instead of 
liquid ones and utilizes a tube 110 mm. long and of 3 mm. bore. 
Readings are made at the end of one hour. Wintrobe and Lands- 
berg are the chief exponents of correcting the sedimentation 
rate in relation to the cell volume. They found that when such 
corrections were applied the sedimentation rate in 72% of men 
and women ranged from 0 to 6 mm. and in an additional 16% 
from 7 to 10 mm. The questioner is correct in stating that Cutler 
denied the necessity for using a correction for the number of 
erythrocytes when his method is used. Westergren certainly did 
not use such a method of correcting for the erythrocyte count 
or cell volume, and others, while calling attention to the pos- 
sible advantage, do not make use of such corrections. 

A large number of factors affect the sedimentation rate. Some 
of these are the fibrinogen and protein content of the plasma; 
the size, volume, and shape of the cells; the degree of rouleau 
formation; the temperature of the room in which the test is con- 
ducted; and to some minor extent the type of anticoagulant used. 
From these and other considerations it is obvious that normal 
values are subject to variation and no such values should be 
considered as hard and fast. Correcting for the cell volume will 
only complicate the test. As a rule of thumb, one should not 
consider values in the Westergren method of less than 15 mm. 
for men and 20 mm. for women as being necessarily pathologi- 
cal or significant (blood dilution 1:10). For the Cutler method, 
if the hour reading is to be taken, norma! values for men up 
to 8 mm. and for women up to 10 mm. are certainly safe. For 
the Wintrobe and Landsberg method any figure less than 10 mm. 
should be considered normal. Each method has advantages and 
disadvantages. For example, the Wintrobe tube is more difficult 
to fill and clean than the Westergren tube. If cell volumes are 
going to be determined anyway, then the Wintrobe tube his 
advantages over any Other. Many workers consider the Cutler 
tube too short for ease of reading and accuracy of determination. 
Perhaps the best method, taking advantages and disadvantages 
into consideration, is that of Westergren, and the long tube prob- 
ably automatically corrects for a number of the shortcomings 
of other methods and for the variations of the cell volume. It 
is likely that, if readings are made in terms of “fast,” “moderate,” 
and “slow,” as much information will be imparted to the clinician 
as an actual reading in terms of millimeters of fall in any given 
time. 


ANSWER.—As in all laboratory procedures, the conditions 
must be adhered to as originally described, controls should be 
determined, and normal values should be established for that 
laboratory. The discrepancy in normal values cited provides a 
good illustration. In the original Westergren method 4 parts 
of blood are added to 1 part of 3.8% sodium citrate solution; 
the normal ranges for men and women are | to 3 mm. per hour 
and 4 to 7 mm. per hour respectively. Most textbooks describe 
a technique in which 9 parts of blood are added to 1 part of 
the anticoagulant, resulting in enhanced rouleau formation with 
a greater fall of the red blood cells in the one hour period; 
this modification quotes the normal values as 0 to 15 mm. per 
hour (4 mm. average) for men and 0 to 20 mm. per hour (5 
mm. average) for women. Some have altered the test by collect- 
ing the blood in dry oxalate mixtures (allowing the one blood 
specimen to be used for other determinations) and then dilut- 
ing 4 parts of this blood with | part of the citrate solution; the 
stated normal range in this case is up to 10 mm. per hour for 
both sexes. 

The correction for anemia does not depend on the size of 
the tube. The Westergren and Wintrobe-Landsberg methods both 
utilize tubes of 2.5 mm. bore, and only the latter is corrected (to 
a 47% hematocrit for men and a 42% hematocrit for women); 
the Cutler method (5 mm. bore tube) does not have a correction, 
yet the Rourke-Ernstene method (4 mm. bore tube) is corrected 
to a 45% hematocrit for both sexes. The sedimentation rate 
is corrected for anemia because anemic patients often exhibit 
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increased sedimentation rates, red blood cells diluted with the 
plasma of the same person will fall faster than undiluted cells, 
and women (having less red blood cells than men) have a faster 
sedimentation rate. The need of correction is questioned by 
many, since the methods of correction are arbitrary and crude: 
in some anemia (hypochromic microcytic anemia, sickle-cell 
anemia, and those forms with marked poikilocytosis) there is 
no increase in sedimentation rate, the degree of anemia is not 
always correlated with the elevation of the sedimentation rate, 
and many anemic patients with another pathological process 
have a normal sedimentation rate when the abnormal rate 1s 
corrected for the anemia. Because of this difference of opinion, 
the sedimentation rate should be reported as found (stating the 
method employed) and as corrected (stating the method of cor- 
rection and the hematocrit): this will allow the physician to 
interpret the results as he chooses. The test is nonspecific and 
not diagnostic of any disease, the sedimentation rate being nor- 
mal in many diseases. An abnormal rate indicates some patho- 
logical state rather than a functional disturbance and_ is, 
therefore, useful in differential diagnosis and in following 
individual cases. 

The inquirer gives normal values for the Westergren method. 
The Wintrobe-Landsberg corrected normals are 0 to 9 mm. 
per hour (3.7 mm. average) for men and 0 to 20 mm. per hour 
(9.6 mm. average) for women; using the Hynes and Whitby 
correction (to a hematocrit of 45°¢ for both sexes), the normal 
range is 0 to 10 mm. per hour. The normal values for the Cutler 
method are 2 to 8 mm. per hour (3 to 4 mm. average) for men 
and 2 to 10 mm. per hour (5 to 6 mm. average) for women. 
All the methods compare well when measured during the period 
of constant fall; each, however, has its protagonists depending 
upon such factors as the laboratory conditions, available per- 
sonnel, number of manipulations, and dilution of blood. The 
most reliable methods are the Rourke-Ernstene and the five 
minute Cutler modification, which measure the maximal rate of 
fall and require multiple readings: their normals are 0.05 to 0.4 
mm. per minute and 0 to | mm. per five minutes respectively. 
Because of the extra height of its tube and other factors, the 
one hour reading in the Westergren method is directly propor- 
tional to the settling velocity during the period of constant fall. 
The Wintrobe-Landsberg method is widely used in the United 
States, since the hematocrit, buffy coat, and character of the 
plasma can be studied with the same tube of blood. 


INFECTIOUS MONONUCLEOSIS 

To tHE Epitor:—J/n the hepatitis that is associated with in- 
fectious mononucleosis the following questions arise. 1. Have 
liver biopsy studies and long-range follow-ups been done to 
determine whether the liver shows any later signs of cirrhosis 
following the subsidence of the acute febrile episode? 2. How 
long do positive function tests (cephalin flocculation) persist? 
3. If the liver and spleen are not palpable, is there any proved 
indication that activity should be limited following mono- 
nucleosis? 4. If clinically a patient, aged 21, after having a 
fairly severe febrile course of mononucleosis, does not feel 
debilitated, should his activities be restricted? 

M.D., California. 


This inquiry was referred to two consultants whose respective 
replies follow.—Eb. 


ANSWER.—This consultant is not familiar with any work 
definitely establishing the hepatitis of infectious mononucleosis 
as a forerunner of hepatic cirrhosis. In college students with 
infectious mononucleosis the cephalin flocculation and thymol 
turbidity tests are frequently abnormal three to four weeks after 
termination of the febrile period. At the end of six to eight 
weeks these tests are usually normal. A tew do not return to 
normal until three months have elapsed. On the basis of these 
tests this consultant has never seen evidence suggesting that a 
case iS progressing toward a chronic hepatitis. Contrariwise, 
these tests have been reported as abnormal in 4 of 12 children 
with infectious mononucleosis followed for seven months to 
two and a half years after the disease (4. M. A. Am. J. Dis. 
Child. 84:175 |Aug.| 1952). Even though the liver has never 
been palpable, the liver function tests often are abnormal at 
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the time a patient is discharged from hospital. Several times a 
year a worsening or a delayed return toward normal of these 
tests is Observed in students engaging in sports too early during 
convalescence. Less than ordinary activity is strongly recom- 
mended for any patient convalescing from infectious mono- 
nucleosis until the sedimentation rate and liver function tests 
are approaching normal. If there is any hepatomegaly, spleno- 
megaly, or anemia, more stringent limitations would be in order. 


ANSWER.—1I. Clinical observations and autopsy and biopsy 
studies of the liver of patients with infectious mononucleosis 
indicate that the liver involvement in this disease does not com- 
pare in severity or potential danger with that seen in infectious 
hepatitis. No instance of death from liver failure or acute 
hepatic necrosis has been observed in patients with infectious 
mononucleosis. Morphological data indicate that the hepatic 
alterations in this disease consist chiefly of lymphocytic and 
mononuclear cell infiltration, but parenchymal necrosis is sparse 
and uncommon. While an occasional case of cirrhosis following 
infectious mononucleosis has been reported (Am. J. Med. 8:675, 
1950) other etiological factors such as alcohol and malnutrition 
may have been of greater importance than the infectious mono- 
nucleosis in the pathogenesis of the cirrhosis. One is justified 
in concluding that cirrhosis is such a rare sequel of infectious 
mononucleosis that it is statistically unimportant. 2. Minor 
alterations of liver function tests may persist for months or even 
years: but since the hepatic dysfunction is of a benign nature, 
prolonged therapy or bed rest is not indicated (Spellberg, M. A., 
Diseases of the Liver, New York, Grune & Stratton, Inc., 1954, 
pp. 252-256). 3. If the liver and spleen are not enlarged and 
there is no undue anorexia or fatigability and no marked altera- 
tions of liver function tesis, activity need not be restricted any 
longer than in nonhepatic tebrile illnesses. 4. The fourth ques- 
tion is answered in 3. In the case mentioned, this young patient's 
activities should not be restricted anymore than if he were 
convalescing from a viral pneumonitis or any other febrile ill- 
ness. Gradual resumption of activities should be undertaken 
after defervescence. 


ERYTHEMA MULTIFORME 

To tHe Eprror:—What is the treatment for erythema multi- 
forme? A 72-year-old man has been getting attacks about 
once a year, usually in July or August. The first symptoms 
include severe itching and burning of the eves (iritis). Within 
24 hours there is dermatitis on the right wrist, dermatitis on 
the fingers, blisters on the glans penis, and ulcerations in the 
mouth, The most recent attack included exfoliation of the 
outer layer of the tongue, which is the first time this symptom 
occurred, The symptoms are usually self-limited—about three 
weeks. Hydrocortisone is used orally in the eves and as a 
decongestant. Meticorten was not used. 


M.D., Pennsylvania. 


ANSWER.—Erythema multiforme is a symptom complex 
rather than an etiological diagnosis. The cause of this condition 
varies, and treatment from the standpoint of prevention of 
further outbreaks, or even to treat intelligently the acute attack, 
would require study and identification of the underlying pre- 
cipitating factors. Among the more common causes are bacterial 
or virus infection, or ingestion of foods or drugs to which the 
patient may react. A summer recurrence may suggest as a 
possible cause ingestion of a seasonal food or recurrence of 
some environmental factor associated with warm weather, such 
as pollen, plants, or molds that could be absorbed and induce 
the symptom complex. In the absence of establishing the cause, 
treatment is purely symptomatic and the following sometime 
prove helpful: (1) a mild saline cathartic such as milk of 
magnesia; (2) an antihistaminic given orally, such a tripelen- 
namine hydrochloride (50 mg. every six hours) or chlorpro- 
phenpyridamine maleate (2 to 4 mg. three to four times daily); 
or (3) a broad spectrum antibiotic taken systemically, as for 
example, erythromycin (200 mg. each four to six hours). The 
hydrocortisone preparations such as given are also effective in 
affording temporary relief. Because of their side-effects, the local 
or topical use is to be preferred over their systemic use. A 1% 
concentration of hydrocortisone acetate in a water-soluble base 
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is sufficient. If infection is present in the skin lesions, an oint- 
ment containing both an antibiotic and an adrenocorticone 
hormone may be useful, such as Neocortef ointment. 


STONE IN GALLBLADDER 

To tHe Epiror:—A 49-year-old woman suffers from slight 
indigestion. X-ray examination revealed a good functioning 
gallbladder with one peach-stone-sized calculus. Her mother 
died at age 70 years from a cancer of the gallbladder. Would 
you advise cholecystectomy, though the complaints at present 
are negligible? 

Hans M. Magnus, M.D., Cambria Heights, Queens, N.Y. 


ANSWER.—While the presence of a calculus in the gallbladder 
probably increases slightly the liability to subsequent formation 
of cancer of the gallbladder, this is not sufficiently great to be 
in itself an indication for cholecystectomy. The presence of a 
normally functioning gallbladder indicates that in this case the 
calculus has not produced any marked damage to the mucous 
membrane of the gallbladder or to its muscular wall. The 
calculus is probably a solitary cholesterol stone that has formed 
in an aseptic gallbladder and is, apparently, not causing stasis 
of bile. While many excellent surgeons would, undoubtedly, 
advise cholecystectomy in this situation as a prophylactic against 
the subsequent development of more serious gallbladder disease, 
it is certain that there are also many excellent surgeons who 
are going about with just such a gallstone and who do not them- 
selves choose to have a cholecystectomy. Since in the present 
instance the complaints are negligible, it would appear unwise 
to subject the patient to the hazard of a major surgical operation. 


RETINITIS WITH MACULAR EDEMA 

To THE Epitor:—A patient has had three episodes of retinitis 
with macular edema, and the last episode is still active. The 
first attack started in 1949 at age 35. Physical and laboratory 
studies including x-ray of the skull, sinuses, teeth, and chest, 
prostatic smears, blood cell counts, sedimentation rate deter- 
minations, urine studies, Wassermann test, blood sugar level 
studies, and blood chemistries have all been negative. On the 
two previous occasions, the patient spent several weeks in the 
hospital, the first time having essentially symptomatic treat- 
ment, the second stay receiving daily injections of alternating 
intravenously given typhoid vaccine and slow drip administra- 
tion of corticotropin (ACTH). The first attack resulted in 
complete recovery (the right eye only was affected during this 
siege). The second episode affected both eves, but after several 
months the right eve fully recovered, while the left went from 
20/15 to 20/15 minus 3. The present episode is being treated 
with meticorten 30 mg. daily, large doses of vitamin B com- 
plex orally, and potassium chloride (1 grain [60 mg.] three 
times daily). There has been no improvement one week 
after therapy. A recent physical examination and laboratory 
studies revealed nothing other than the retinal and macular 
edema. An otolaryngologist says that although the tonsils 
were removed during childhood, the right fossa reveals a small 
tag and the left tonsil has regrown. From the left tonsil he 
can express “cheesy purulent material.” The patient had a 
cervical adenitis on the right several months ago that im- 
proved with four days of treatment with achromycin. The 
question is whether to do a tonsillectomy now or to wait in 
the hope the edema will subside without tonsillectomy. 


M.D., Pennsylvania. 


ANSWER.—The patient apparently is in the first stage of a 
heredomacular degeneration of the Kuhnt-Junius type. During 
secondary inflammatory episodes tonsillar removal or similar 
surgical procedures may be followed by ocular aggravation due 
to dissemination of toxic material into the subnormal macula. 
If possible, temporizing tonsillar treatment with local silver 
nitrate applications and the bodily administration of antibiotics 
with or without sulfas is advisable until the ocular reaction 
has entirely subsided. Then tonsillar removal may help prevent 
or reduce future retinal inflammatory attacks. Adrenocortical 
and supportive treatment as described probably reduces the 
retinal reaction and therefore its residue if not unduly prolonged. 
In that case healing may be delayed and ultimate fibrosis in- 
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creased. There is now no local or bodily treatment that will 
positively cure the disease or prevent its possible progressive 
degenerative tendency. Much can be done, however, to prevent 
or reduce secondary inflammatory attacks by maintaining the 
highest possible biophysical and biochemical level of well-being. 
Metabolic abnormalities and autonomic imbalance are important 
factors in precipitating inflammatory attacks. 


PATIENTS USING RUBBER URINALS 

To tHe Epitor:—An elderly man wearing a urinal complains 
of marked edema of the penis caused apparently by the alka- 
line reaction of the urine in the pouch. The urinal is made of 
rubber, no other material of like softness seems to be available 
at present. The urine when passed is acid due to administration 
of an adequate number of ammonium chloride tablets, with 
or without methenamine. The urine turns alkaline quickly 
after accumulating in the pouch, What acidifying agent can 
be used in the bag? A penis clamp can be tolerated for about 
an hour, when it causes marked edema. 


R. J. Kent, M.D., Savannah, N. Y. 


ANSWER.—Irritation with edema of the penis is a common 
complication in patients wearing a rubber urinal. In most cases, 
the irritation is caused by the rubber rather than the alkaline 
reaction of the urine in the pouch. A new type of urinal has been 
devised made of latex rubber, which usually is more comfortable 
and is better tolerated. If this apparatus does not relieve the 
symptoms, possibly the best thing would be to have the patient 
use a disposable absorbent material in a plastic bag. When the 
absorbent material is saturated, it can be disposed of and re- 
placed with fresh material. 


SCARLET FEVER AND ACUTE RHEUMATIC FEVER 
To THE Eptror:—/s there any causal relationship between scar- 
let fever and acute rheumatic fever? Does rheumatic fever 
occur as a complication of scarlet fever? Does it rarely do 
so, or does it fairly frequently do so? 
Raymond C, Scannell, M.D., Denver. 


ANSWER.—The exact etiology of rheumatic fever continues 
to be in doubt. Streptococci have long been associated with 
rheumatic fevers. For many years scarlet fever in particular has 
been considered as a possible inciting cause: however, all rheu- 
matic fever patients do not have a history of scarlet fever. 
Moreover, it has been claimed that rheumatic fever may occur 
when there is bacteriological evidence of no preceding strepto- 
coccic infection. Rheumatic fever is not regarded ordinarily as 
a complication of scarlet fever. Nevertheless, statistics in the 
past have shown that the incidence for each of the diseases has 
risen and declined at about the same time. Streptococcic infec- 
tions are now at a low point: therefore rheumatic fever should 
be less prevalent. Hereditary susceptibility has been considered 
an important factor. 


PUS IN THE URINE 


To THE Epitor:—A patient had pus in urine for about two 
years. He found this accidentally, as it did not cause trouble, 
and has tried Gantrisin, Aureomycin, Achromycin, and Eryth- 
romycin with no improvement. He is sensitive to penicillin. 
A culture made from the urine was sterile. He has a large 
stone in the pelvis of the right kidney. He had an explora- 
tory operation on the left kidney two and one-half years ago, 
and biopsy showed it to be not malignant but apparently con- 
genitally deformed. 1 would appreciate help in determining 
a course of action, M.D., Michigan. 


ANSWER.—To find the source of pyuria, the patient should 
be subjected to a cystoscopic examination, including ureteral 
catheterization of both kidneys and an estimate of differential 
renal function. In all probability the stone in the right kidney 
is causing the pyuria. There would be no object in continuing 
the use of antibiotic drugs until the stone is removed. It would 
be impossible to say whether a nephrectomy or nephrotomy 
would be indicated until the examinations have been completed. 
A renal stone may be silent symptomatically but is seldom pres- 
ent for long without pathological changes in the kidney. 
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